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A BOUT THE ALLI ANCE PROJtCr ON _AG I NG" 

Mdclel g^ uc atlon a nd Service Approaches in Health, Fitness and Lei- 
syre for the Older American is intended to increase the number and 
•quality of programs prepari ng *3tudents for careers in health* fitness* 
and leisure services fqr the aging^ Its purposes are to: 

• % Identify principal roles of personnel in the provisio| of 
health, fitness* and leisure services for the aging. 

• Identify, document, arjd promote existing exemplary prog^^ams 
in U.S. institutions of hi ghe/ learn ing . • 

• Develop modular instructional materials to help prepare 
personnel . 

• Deve>op a manual -for practical work-related experiences for 
students. 

• Develop *a practical guidelines manual for initiating and imple- 
menting 'student-conducted projects. 

• Conduct regional workshops to help institutions with curricular 
and ser;vice activities. 

• Tvaluate, revise, and publish materials developed by the project. 

.ABOUT THE ALL IANCE 

The American Alliance for Health, Physical Fducation, Recreation 
and Dance (AAHPtRD) is a voluntary [)rofessionaL onjani/a tion currfwitly 
made up of seven associations offering programs in movement and health- 
related fields, fhe moro than 00»OnO membprs arr» tp^irhprs, rrMchos, 

V- 

/ » 

recreation leaders, admrnistrators , and ^tu<tents preparing to work 
these areas. 
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FOREWORD \ 

* 

The American Alliance for Health, Physical Education, Vcreati on, 
and Dance is pl^ase^l to present' this modular training prograta for work- 
ing with the older adult in creative movement and dance, healp educa- 
tion, fitness, and leisure. ' ^ ^ 

As jSkprofession, we are increasingly aware of the positiv4 contri- 

* . . \ • 

butions to improve health and" a sense of well-being that the fialds of 

health education, physical education, recreation, and dance can make. 

* Through the assistance^of the Administration on Aging, the Al^Jiance 

engaged in a two-year project entitled "Model Education and Service Ap- 

^aches in Health, Fitness, and Leisure Needs of the .Older American." 

Through this effort the Alliance conducted a series of regional 
workshops entitled "Preparing. Catalysts to Work with Older Adults," 
produced the film "Health, Fitness, and Leisure for a Quality^ Life," 
and further enhanced the knowledge of our membership by providing the 
"News Kit? on Programs for the Aging" irt the All'iance UPDATE newspaper. 

This document is biit' another means of expressing our commi tment 
to promote quality education and service delivery to our nation's older 
population. It is designed to upgrade the quality of instf'uction for 
those who have cn^en to pursue a career of providing health education, 
fitness, dance and/orteisure programs to the older American. 

We want to express special thanks to Dan Levi ton of the University 
of Maryland for serving as consultant to the seven workshops undertaken 
by the Proj^t on the Aging and with Linda Campanelli Santoro, for de- 
velopment and editing of this document. These are the firs.*a|ppprehensive 
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learning/teaching modules integrating the fields of HPERD and 
gerontology. 



George Anderson 
Executive Director ||^ 
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INTRODUCTION 

y 

People are living longer- tn infant born in 1978 can expect to live 
73.3 years on the- average. However, an infant born at the beginning of 
the 26th century could expect to live to a„ripe old age of 47 years. At 
age 55, remaining life expectancy is 14 years for men and 18 years for 
women, tn 1900» a 65-year-old male cou^d expect to live only 11 more 
years, while his female counterpart could expect to live about 12 years 
more. Thus, when alV things are considered, the average individual who 
lives to y'etirement age (age 65-70 years) has become part of a select 
population. By definition he or she has survived compared to others of 
similar or younger age. Furthermore, that person has approximately 20 

' percent more years of life remaining befbre death occurs. Not only is 
the older adult part of a select population who have "made It" but they 
tend to perceive their he&lth as good or excellent (8). 

Shanas and Maddox (14) in their insightful discussion of aging, 
health, and health resources caution us to distinguls'l} between illness 
5ind illness behavior . A person may or may not go to bed with a complaint 
or symptom. He or she may or may not go about their usual affairs. \Thus 
one may be ill but tiiot show illness behavior, or in the case of so-called 
"malingering," one may not be ill (that is, not have observable symptoms) 
and act sick.' Put another way, health in the aged has been defined in 
at least two ways. One way is to render a judgment on the basis of the 
absence- or presence of s.ymptoms based upon selfrreport, physician's as- 

. sessment, clinical test, etc. This is the so-called medical mo(^el. 



■ ^ " '• . • . ' ' , . 

' «■ . , . . ■• , 

An altfernati ve way of defining health 'among the- elderly is baseid 
apon- level of furvationing . We Wopvld Health Organization Advisory grolip 
states . heaUh\in'j:he elderly is"" best measured .irt\teritis of func- 
tion; ..." . degree of fitness rather th^rh extent of. pathology m^y be 
used <is a measut^e of the amount of serves the aged wiUf^require from 
the coJwnunUy^' ((4,, pp. 59€-.597); There is some evidence that the old^r 
adult adai^ts-the perception of his/her health to, that which is possible .-. 
or feasible; That. is, the older- individual's health aspiratiom.changes 
. over time. A standard which was appjc€J^i"^e in youth is ifiodified in • 
- older a^e W5); - . . - ' • * 

The* two models, the medical and function^, are nc^t irreconcilab/le. 
Evidence exists thitt the older adult's self-aSsessment of health corre- 
, . lates well with physician's ratings of that same individual (8, 14). 
.V Thus how the individual perceives his health and ability, to ^function 
are part arid parcel of the same package. We suggest that HPERD can posi- 
, . tively mediate an older person's functioning, perceived health-and, in 
■some cases, symptom|. ' 

It should comers no surprise to HPERf) professionals that the. fore- 
most predictors of life satisfaction are socio-economic status and per- 
sonality ; however, other strong predictors are perceived health , activity , 
and intimate friendships above and beyond' one's family (3, 4, 7. 10). 

While HPERD programs can do little about directly influencing 
socio-economic' status, one might suggest that they have the capacity to 
provide the environwent where a "happy" personality may flourish. On 
the other hand, a theme repeated throughout this volume is the testable 
hypothesis that HPERD programs can directly influence perceived' 
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<y *^ hoa^tfi^ a&ti>ity\1eve|s, ahd enjoymept ancT provide environment al- 
- '^flowVng j:rientlsh1i3s to develoOp and; ripen^ 

^ ' Recef>t1y<tfthe, cohcept ;isuccessfu\ aging" . has come to be' equated 

7 .with life 'satisfa^t-lpn or morale. Palmoice, using the d&ta from the first 
/ - , -i^uke-ttingi t'udinal ♦study. l)f Ag*ing» established" criteria for successful 

\'' " ailing.. These, Wcare sMrVi-Val'to a^e 75 years in go6d heaUh and a feeling 

\/of'l\appiftess^{10p ',The i)est predictors ^of 'successful aging were initial ' 

t ^ heAUii (p'h^^sictan/^atingO dnti. happiness, which correctly predicted 74, 
^ percent of the -sample. . The strojrige^t eJcplanatory factprs. were se€^4ary 

, • grou^ activity* {defined. al^^ctivity with friends) dnd physical activi- » 
• • ties. Palmofe concluded that this and other research Support the activity 
theoY agitig. Par^ntheticaHy , activity theory states that the older 
person who remains active will age successfully, be happier, etc. 
• «. ,^ Disengagement tlieory is often described as the opposite side of the 
coin. It states ffiSit as the individual grows older, both- the^ individual 
and society mat ually disengage from one another. Here, death is the par- • 
vasive theme. It implies that society must be strUcturedjn such a way 

* 

to permit its functioning regardless of the death of its members. Thus 
society gradual ly .disengages from the individual by means of social ex- 
pectations, sanctions, responsibilities, and social, role changes, etc. 
For example, retirement and. lesser expectation^ of older persons com- 
pared to youngeK people are normative in our society. The individual, 
in turn, is socially "excused" from many social tasks or responsibilities 
as he/she ages. However, in testing the theory, subsequent research 
indicated that disengagement theory. is both process and goal or end (9). ^ 
By definition, as' death. approaches, one disengages physically and 



psychologically from worldly concerns. Death is disengagement par ex- 

eel lence (10; see 5, Ch. 5 for a discussion "of psychosocial theories of 

• ^\ < * 

aging).. Yet, activity and disengagement theories, are nqt independent of 

one another. Apparently, activity is related to perceiyed satisfaction 
with life and successful aging. Still the time vritj come when the in- 
dividual and his/her social world must disengage fihom ohe another. There 
is no evidence bf any physical fitness, health, or leisure regime ever 
* being able to wiird off or prevent death. Thus the goaj for HPERp in 

sarily the improvement or^ maintenance of physical fitness or health--it 

may be to help the person enjoy on^'s remaining days (for ayurther dis- 

' t • ^ / " : 

cussion see the chapter oh death and dyingj. 

Unfortunately, no one has linked together activity and disengagement 
theories. Ac1;ivity needs tb be viewed on a continuum which is vital to 
the human condition but which diminishes with old ag6 and sickness and 
ultimately ceases at death. HPERD needs a pharmacopoeia of prescribed 
activities designed to the individual with aging^ illness, and other 
problems. There simply l:bmes a time when doing push-ups and sit-ups to 
* improve physical efficiency is inappropriate for and even harmful to 
the individual . • ' r , 

On the other hand, son^e sort of ^activity may be helpful jto the aged, 
the sick, and the dying. Apparently, activity, intimacji^, anc|/^ense)of ^ 
good -life are the sine qua non of successful aging (3, 4, 7, 10, 14). 
It may be hypothesized that they are. the prerequisites to a good death. 
Successful aging, as a concept of value, needs to be broadened to in- 
elude all of the life span including dying and death. 



Health, activity, and providing friendships are the stuff of'HPERD. 
Our disciplines have always been concerned with improving health and 
well-being, and providing activity for all regardless of level of com- 
petence. The role of activity, dance, and' play in stimulating and nur- 
turin^ friendships and sense of camaraderie h^s been well known withi^,^ 
t^ie. professions ttepresented by the Alliance for years. 

For some quikotic reason. HPERD has only recently discovered aging[ * 
or qerontolog/^ Rarely are the articles of HPERD-oriented academicians 
and researchers Jound in the gerontological literature. In a similar 
fashion, we are tardy and remiss in developing a body of knowledge which 
would allo!^ us' to be of service to the seriously and' terminally ill. re- 
gardless, of age. But the path is clear. Contributing toward life satis- 
factior^ successful aging, and a "good" dying are a "natural" for us in- 
volved in HPERD endeavors. 

'We will have to prove ourselves, to the gerontological Establishment— 
we are the late comers. To this end this book is addressed. It is de- 
signed to provide a knowledge base for those who would teach or develop 
programs in gerontological HPERD. / To develop and implement a knowledge 
base is an imperative for the fiild. Without it we may do more ham than 
good regardless of laudable i nations. 

A 

Terminology 

The following definitions shall be used in this volume: 

Age refers to the number of years accumulated beginning from the 

individual's date of birth. 

. Age-associated change refers to those biological, social, and/or 
psychological changes where the probability of their occurrence increases 
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v^y^^age. For example,* the probability of contracting cancer, becoming 
depressed, suicide, etc., increases with age. Hov(ever, not all aging 
people devel op-cancer or become depressed or suicidal. 

Age-caused change refers to those phenomena which are practicajly 
universal among older populations, -e.g. , ^change in quality of collagenous 
tissue; .decremental decrease iry visual and hearing activity;, arthritis; 

■in s/r 



and decremental 'decrease in strength, powe^. flexibility, endurance, and 
reaction time. 



Age cohort refers to a population of indivjduals born" during the 
■ ■ . . - ■* 

same year. Cohorts differentiated by birth are 'conventional in the con- 
struction, of life tables. CiihOrts differentiated by ft'^-year spans 
are conventionaV in research where censys data are used (8a). At any 
given point- in time, a society can be described as a collection of co- 
.horts succeeding on6 another as they move through the Itfe cycle (8a). 

Age-sjjtacerbated change refers to that phenomeno'n which is worsened 
by increasing age. For example, in general, the child who contracts 
pneumonia, in our society, generally recovers^^in a short time wUh few 
aftereffects. However, pneumonia is a direct or indirect cause of death 
among elderly persons. An example of penumonia as an indirect cause of 
death is frequently found among tho^e with cancer. Apparently, cancer 
may weaken the defense system of the body so' that pneumonia develops. 
Cause of death is really pneumonia., not cang^. VYet, the pneumonia 
would never have developed had it not been for the debilitating effects 
of cancer. 

^ Agi'ng refers to the regular changes that occur in mature humans 
Uving under representative environmeni^al conditions as they advance in 



( 
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Chrorvological age. Aging suggests within individual or age cohort ^ 
changes over time. Aging is a process and, is not to be confused with 

ofd age. ' * . ^„ 

Biological age is an estimate of the. individual's present position 

with respect to his/her potential life span. • 

HPERD refers to the academic-professional areas included under the ^ 
umbrella of the Alliance, that is. health education » physical education, 
leisure and recreation, and dance. Dance- and creative movement are used 
interchangeably as are leisure ?nd recreation . » > 

HPERD programs refer to HPERD activities , courses . prograrfis , and 
services designed to serve the oTdeir pQgulation. ' ^ 

Leisure/recreation refers to any non-work, activity freely selected . 
by the individual and which is associated with fun^ enjoyment, and - 

pleasure* .* . . . • . ^ 

- Older ad^lt . aged, and elderly are meant to be descriptive ra-ther . 
.than definitive.. It is recognized that ho definition of old age js 
"without fault and .can lead to stereotype. Th.us we hesitate to adapt 
any demarcation year such as age 55 years to conngte the beginning of • 
old age because of within age cohort variation.' Some people 65 years . 
and older are extremely youthful while othfers are old by any definition. 
For administrative purposes. agev6S-70 years is often used to denote the 
kginning of "old age" (e.g., in the case of retirement age) (9a). In 
discussing the increase in the number of life periods over the life 
course. Neugarten and Hagestad (9a) cite Neugarten's concept of the 
"young-old" and the "aW-old." The "young-old" are generally drawn from 



roup , 



the 55-75 year age grblip, who are relatively healthy and vigorous, 
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relatively comfortable in economic terms, and relatively free from paren- 
tal ^nd jrfoHc responsibilities. On the other, hand,' the "old-gld" are . ' 
" old6r and more vulnerable to the vicissitudes of life. 

. I^sychqlogical age refers to the adaptive capacities of the- indi- 
^ vidual, that is, how well one adapts to changing environmehtal demand's 
.'in 'comparison .ifl[.ith the average. Functional age. .related to psychologi- 
cal age^-is^the Individual's level of capacities r&l'ati.ve to others of 
his/her ax|e ^fof fu^ictioning, in a given human soctety. 
"^"^•'-"'locii^::^ socjaViiabits of an Individual -..^ 

. with, respect to other member^ of .a society. Compared with the expecta- 
■ tions of his/her group" arVd' society, does an individual behave' younger pr 
older than: onfe'wo.Uld expect compared to others of his/her chronological 
age? ;. • • . * " . - „ ' ' 

^ Bas i c Assumpt i ons ^ \ ^ ' ' 

•the following assumptions apply to th^'/ieTd of gerontological' HPERD: 

1.. Education -^nd/or program development in HPERD for the older 

adult orv^y other population is ^asfed upon an ever-accurt\ulating body 

of krtowledge. ' . ' ^- . • ' 

• , ' 2. Physical activity", health, and friendships are powei^f ul pre- 

dictjprs of life SAtisfactix)n and s-ucces-sful aging, and HPERD can provide 

the meaps allowirigi their. attainment* 

" 3; Older pec^ple are capable of and^'nterested in activity learning 

and may Veap benefits throughout the lifespan almost to the point of 

♦ 

death » 

4. Older people, like anyone else, differ in their attitudes, needs> 
"desires, and behavior; including need for HPERD programs. ^ 



5. The teacher/program director is knowledgeable in HPERD and 
gerontolocjy and able to integrate ^he two. 

6. This collection of modules is only a guide designed to moti- • 
vate and aid the HPERD '^eacher/program director toward the acquisition 

» 

of%f^rt^er knowledge, skills, and understanding- ^ • ^ ^ 

Theoretical Perspective • . / . 

While l:here are several .biological (auto-iwnui^e, crosilinkage, etc J 
and psychosocial, (disengagements activity, etc.) theories o'l acting, one 

_-.tha*- -prov4des . anJappropriak way_ of yiewin'g data ts a varia'ti on of stress 
theory; (\2, 13). Stress theory suggests that the huitAn co/tdltlon ^s one 
of adapting.to a variety of stresses throughout one's lifetime. The only 
stressTess state is death.- Death occurs due to the inability of the' - 
human orgartism to adapt to stress. . Over time, due to ravages oy>r\& or 
many stresses., an organ or set^ of organs fails to func;tion. leading to 
death-.' Life is a constant process of attempting to maintain, homeostasis 
or equilibrium. Physiologically the internal environment of the body • 
strives to maihtain^constancy. The internal environment is conservatism 

• par excellence . It relishes the status and shuns the uhpredictable 
and.Spurious-, Body temperature is one example. Regardless of the out- 
side temperature our body temperature remains constant ft around 98.6 

' degrees Fahrenheit. In the case of extreme cold, the body attempts to 
adapt- to the stressor of cold by shivering, changes in cardiovascular 
fun/tioning. etc. Should the body fail to adapt, then collapse or ex- 
haustion, that' is. death, would occur. If the individual adapts by 
donning additional- clothes, returning to^ a warmer environment, or by 
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increasing body temperature by exercise, then * temporjiry or permanent 
(adaptation occurs. Apparently, the body strives to maintain equilibrium 
and avoids disequilibrium.* 

On the psychosocial level similar phenomena seem to occur. One 
either adapts to the stresses of life or becomes exhausted. For Sample 
the tleath of a beloved other person is generally considered a powerful 
stressor which increases the probabi 11 ty.of premature mortality and mor- 
bidi.ty among the "bereaved . (6, 11). Op the other hand Eisenstadt (2) 
found that early childhood bereavement over the death of a parent was 
"sTgnTffcan^^^ genius. Why is it that, 

some people adapt in "unllealthy" ways while others ad^pt to the, same 
stressor by apparently growing and learning? . ^ 

Look at the paradigm: 

• *• _ + 
* ^ * ' ^^^^ > SR 

where S represents a stressor or set of stressors, SR represents the 
stress resppnse, and the + or - indicates that the stress response may • 
be either heal thy, \nheal thy, debilitating, or leading to growth and, 
further, that these responses can be expected to fluctuate over time. 
The question may be asked. What factors determine whether one responds 
in a positive or negative way? Why is it that FHedrich Nietrsche, the 
German philosopher, was able to say, "That which does- not kill me makes 
me stronger," while others suicide over the same set of stressors? 

•Apparently, there are medi^iting variables which influence the 
stress response so that the paradigm should now read: 
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SR 



MV ^ * 

Personality 

Culture ' . 

Social support system (quality and quantity) 
Socio-economi-c status 
Health status • 
Cognition 
Intellect 

■ Beliefs , 
Attitude • . . 

Perception 

HPERD services, programs, and activities 
where S^^and SR^ are the same as above, and MV refers to mediating 

.variable(s). r ■ ' ■ r ■ 

Mediating variables affecting the response to ^ stressor or set of 
Stressors include personality of the individual , Jais/her culture, quality 
and quantity of sx)cial support (e.g.* friends), socio-economjc status. 

health 'status, and cognition, among others. Under cognftion would be 

» 

included one's intellect, beliefs, attitudes, and most importantly, fier- 
ception . Take the example of suicide. It is not how the other person, 
friend, or counselor sees the potential sui cider's situation but how the 
' world is^ viewed by- the suicider-to-be- that is of paramount importance. 
Thus empathy is extremely important in working with older people, or 
anyone else. We need to see the world through their eyes. 

The contention here is that HPERD programs, services, and activities 
also may serve to mediate stress. The public health model suggests at 
least three ways thi% may occur. The first is called preventive inter- 
vention and is analogous to education, rt is future oriented, that is, 
the education is directed to learning to deal with stressors when they 
occur in the future. 
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Secondly, it is hypothesized that HPERD programs, services, and 

V 

activities can serve to intervene to affect the response to stress in 
the here and now. Activity, for example, has long been known as a means 
of reducing existing anxiety, tension,* and depression.* This is called 
intervention and is analogous to counseling/therapy/treatment to medir 
ate stress occurring -in the present. 

Finally, HPERD may serve a postventive 'or' rehabilitative function. 
Often HPERD prq^ps and' services may be therapeutic after suffering a 
coronary, death of a ma-te> or aipputation. Jt may^be the means to pro- 
viding meaning to life, increased morale, and improved self-concept. 

HPERD can affect the response to stress^ teaching people how to 
live with the stresses of life. An old saying i,s if one must live in a 
jungle of tigers, learn how to live with tigers. For example, the HPERD 
professional mh teach the air tower controller (a stressful occupation) 
how to reduce stress during slack moments, the need to recharge one's 
.batteries by whatever means are apprapriate for the individual, and the 
need, to prevent^.occupational. "burnout." 

The most difficult task, o?»e which the country as well as HPERD has 
failed to address, is the significant reduction or removal of what might 
be carl led the deathogenic stresses within society. Deathogenic stresses 
are those psychosocial -environmental factors which increase the proba- 
bility of death and/or illness for all society including the aged. They 

include unemployment, hunger, poverty, social Isqlation, overcrowding, 
/ 

environmental pollution, crime, and war, to name a few. 

An example may be helpful. Suicide "is age-related (11). That is, 
the probability of suicide increases with age. Suicide is almost 
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non-existent among young children, increases dramatically among adoles- 
cents, nears its peak at age 55 years, and continues to increase slightly 
up^to age 85 years. Why do old people suicide? What are the deatho- 
genic factors involved^ Some explanations have included.sOch concepts 
as loss of meaning to life; increased sense of helplessness and' hopeless- 
ness; sudden and unwanted change or loss in terms of social role, resi- 
dence, health, or income; ^nd number and quality of friends ancl close 
relatives, etc. 

HPERD can do much to prevent suicide. It can change a bereaved 

person's morbid adaptation to the death of his or her be1t)ved. Hf€R0 

can provide a meaning of life. IJPERD may provide the means, to joy, 
friendships, $nd enhanced sense of cQBpetency. Those are lifegenic quali- 
ties. The HPERD teacher/pr<i^ram director asks. How can my course/program 
reduce deathoqenic stresses While enhancing the lifegenic qualities for^ 
older people? To that end this volume is directed. 

' , -/ 

Target Population , 

The ultimate beneficiary of this volume of modules is the non-iristi- 
'tutionalizerf older person. However, the need for systematic, planned 
HPERD programs for the institutionalized aged and the seriously and , 
terminally ill is recognized as a need still unmet. Perhaps with modi- 
fication and consideration given to safety and medical needs this volume 
may be found useful for those who would work with thpse who do not fall 
in the category of "healthy" older adults. Yet there are differences 
between working with the seriously ill or dying compared to the healthy. 
One factor is time. With 'those who are not dying, time is of little 
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^ coneern. One can work toward goals without great worry over time running 
. outi That is not true for the dying. Timers running out, often rapidly, 
♦Reduction of pain and suffering are also goals with which the HPERD 
person workinig with the terminally or seriously ill person would be con- 
cerned comparecT to the healthy individual. 

Intended Audience 

This volume should be useful to the actual or potential teacher of 
HPERD courses conqemed Witt) the aging, aged, and d^ng person, Sinii- • 
larly, this volume should also ^e of value to the director or staff of 
actual or potential i^PERD programs ♦ /^.^ 

V 

J The Format " * • 

The volume is divided into three sections. The first provides the 
foundation for an understanding of gerontology. It includes, fundamental 
concepts within the. areas of sociological , "physiological , and psycho- 
logical aspects of aging, health problems, and nutritional status of 
the older adults 

* The second section presents modules on the content areas of creative 
movement, general^ fitness, health education, and leisure. It serves to 
"follow-through" and implement the basic gerontological education pre- 
sented in the first section. 

The third section, the appendix, consists of tV]^o parts: The first 
includes selected resources such as films, journals, organizations, etc., 
while the second includes selected syllabi of courses and programs in 
• gerontological HPERD, both selected to be helpful to the reader. 

The format of each module includes introduction, purpose and ob- 
jectives, major and minor conc^ts, appropriate learning activrty wi^th 
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special -emphasis on integrating the concept with HPERD, and suggested 
resources ♦ - . 

♦ 

Each mo'dule was initially submitted by s(xneX)ne knowledgeable in the 
field. They were tfien edited, modified, and usually rewritten in an at- 
tempt to enhance quality and consi-stency of style and sutTstance. Thus 
the final, outcome is really the result of a collaboration between many * 
generous and knowledgejabie^ people who ^a-v^ljf their time and talents to 
develop this first effort to integrate gerontology and HPERD. 

Implementing the Materials . • 

^"'The basic material? in this book are in modular form. By definition 
a module is a standard, a measure. Thas the modules are designed to 

V 

serve as a systematic standard for education in gerontological HPERD 



for the intended target population. However, the modules allow for' 
modification. In fact, because the modules are presented in outline 
form, they demand elaboration. In short, the modules present a basic 
gerontological HPERD curriculum which may be adapted and modified in 
many ways. For example, the module may be used: 

1. In its present form as the basis for a formal academic course 
for educating students in gerontological HPERD. 

2. In one or more "sets" to fashion a curriculum complementing an 
existing course. 

3. As a complete or supplemental curriculum for continuing educa- 
tion for agency or organisation staff. 

tn conclusion, this volume is also seen as a possible stimulus for 
the development of more traditional texts in gerontological HPERD. To 
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date rro such volume or volumefs exist which integrate 'gerontological and 
HPERD concepts, data, and practice. Also it is hoped that this volume 
will be updated and modified to suit the needs of the HPERD professions 
and disciplines. Thus your comments and suggestions would be well re- 
ceived by the Alliance itself or the National Committee on Aging chaired 
by Rosabel S. Koss,*Ramapo College of New Jersey, Ramapo Valley Road, 
P.O. Box 542, Mahwah, N..J. 07430. 
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MODULE 1: THE SOCIOLOGICAL ASPECTS OF AGING 

V 

«' 

. . INTRODUCTION 
For our purposes, sociology is defined as the sdientific study of . 
people in their social context. It is the study of group behavior in 

* * • • ^ 

terms of social interaction and integration and the processes involved. 
It is not the stiidyof individual behavior which falls under the purview 
of psychology, although social psychology is the study of^the interac- ^ 
tioh between an individual and society. Sociologists are concerned 
with such gerontological Issues as: 

1. What social changes occur aS people age? 

2. How do social factors such as age, socio-economic status, 
ethnicity, and sex affect morbidity, mortality, or health? How does ^ 
society help or hinder successful aging? 

3. On the basis of sbcial variables, how can the elderly be dis- 
tinguished from other age groups? 

4. How socially integrated are the elderly, and what U the rela- 
tionship between social integration and health? 

5. What is the effect oTlgTRg on leisure behavior of older adults? 
This module and the one on psychological aspects of aging address 

some of those questions. 

It may be said that each age period from birth to death requires 
adaptation to (1) stresses commolrj to aJi age cohorts', (2) stresses shared 
by some age cohorts! and (3) stresses unique to the particular age cohort. 
In this and other modules, special emphasis is given to the domain of 
stresses of separation , deprivation , loss , and unwanted change . Such 
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stresses are common to all age cohorts but may change with age in their 
type, quality, and effect. Thus in old age the probability increases of 
suffering such losses as death of mate and friends and unwan^H^^ 
in health status, physical capacity, income, and social role. The ef- 
fect t)f such stresses upon morbidity, mortality, life satisfaction, and 
successful aging of older persons as a social group is being and has 
been investigated. The effect of HPERD programs as a mediator of social 
stress as a practical and heuristic question is only now being recognized, 
Similarly, little research has been undertaken to investigate the effect 
of social stress upon choice of involvement in HPERD programs by oldej>* 
persons. 

Thus a" testable hypothesis is that HPERD activities/courses/programs 
are an intervention serving to increase the probability of a health re- 
sponse to stress for the older population— a theme echoed throughout 
this book. Further, it is hypothesized that HPERD activities/courses/ 
programs serve to (1) contribute to tbe health and well-being of the 
older population, (2) improve one's perceived social role and status,, 
and (3) reduce the sense of sociaTl isolation and abandonment. 

This module will* focus on th^fol lowing major themes: 

I,.-** The aged are a distincrtopiilation identifiable by socio- 
demographic characteristics which a?^ related to health and well-being. 

2. Social stresses affect the health and well-being of the older 
population. Such social stresses are pf ten "external," that is, they 
are perceived as beyond the control of the individual for the most^part. 
On the other hand, social stresses are remediable by society since they 
are caused by society. 
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3. Appropriate HPERD. programs may serve to mediate, healthily, 
social stress as»well as function as a positive, healthy stressor. 
The learning activities listed under each concept serve to inte- 
v** grate sociological concepts with HPERD course/program development. 

OBJECTIVES OF THE MODULE: ■ \ - 

On completion of this module the HPERD professtonal should be able 

to: " ♦ . 

K Understand and identify the social and demographic character- 
istics which distinguish older age groups from young age groups. 

2. Understand and be able to describe the social stresses unique 
to. the older population. 

3. Understand the changii^g leisure patterns and their nature associ-- 

* Sated with aging. . ^ ^ 

4. Integrate aspects of the sociology of aging into either exist- 
' ing or new HPERD courses/programs. 

I. Socio-demographic characteristics of the elderly population. 

Concept I: The socio-demographic characteristics of the aged 
population are related to the social health and well-being of that 
population (2, 12. 13. 18). Besides age. socio-demographic characteris- 
tics traditionally include socio-economic status, sex. and ethnicity. 

A. Aging of a population is due to decline in birth rate, 
decline in death cate, or both. Decline in birth rate decreases the num- 
ber of young, thus increasing the proportion of the elderly. Decline in 
death rates of the elderly increases life expectancy and, consequently, 
the age of the population (18). 
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B. Relative to other countries, the United States is clas- 
sified as "aged" by United Nations demographers because- over 7 percent 
of its populatiort is age 65 or older. The aged population in the United 
States is growing in terms of numbers and in proportion to the "young" 
(18). * 

* C. More than twice the number of the "poor" exist among 

the elderl:^ than among the rest of the population, df non-white elderly, 
50.2 percent are classified as "poor," compared to 17.9 percent of all 
elderly* and 8.0 percent of the total population. (18) . 

V D. Males have shorter life expectancies than females. Whites 

tend to have longer life expectancies than non-whites. The average life 
expectancy for both sexes and all ethnic groups combined fs around 74 
years (8). White females have the longest, while non-white males have 
the shortest life expectancy > approximately 78 years compared to 65 years > 
respectively (8)* Such profound differences cannot be attributed ^;o 
ethnic-genetic factors alone. The stark life expectancy differential 
between white and non-white populations is most likely highly related 
to economic status, which in tarn relates to quality ef health care, 
health knowledge* nutritional staifcus, and healthM*n general (2, 20, 25). 

In terms of life expectancy alone, it does not pay to 
be born non-white male, or worse, a non-white male in our society (for 
further information see the module on psychology of aging). 

E. Leisure behavior is affected by social demographic fac- 
tors (12, 13, 18). . > 
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LEARNING A(fr'lVITIES: 

Objective: To. understand the population growth patterns of the 
elderly, their effect on health and well-being, and the implications for 
HPERD. 

1. Identify the demographic charipteri sties of the 65. 75. 85. and 
95 year age cohort. What is the proportion of males/ females, income 
level, proportion pf white to non-white Americans, education level, and 
health status? 

2. Identify those demographic factors" which predi ct- short versus 

* 

long life expectancy. 

r 

3. UndersLtand. discuss, and/or implement the implications of socio- 
demographic characteristics of the older population to HPERD course de- 
velopment and/or program planning. 

II. Aging and social stress. ' 

Concept I: Unexpected and unwanted loss, deprivation, separation, 
and/or change are stresses which affect the health and well-being of the 
older population (2, 4, 6, 19, '22). 

A. Age alone is not a good predictor of health, sense of 
well-being, life satisfaction, or successful aging. However, it is when 
coii*)ined with socio-economic status, personality, quality of friendships, 
and involvement in activity (1, 2. 13. 16, 21-24. 26; see also 2b in . 
"Psychology of Aging"). The loss of orjjnw^ed change in those fac- 
tors is associated with poor health outcome. 

B. Undesired change from social integration to social iso- 
lation is related to poor health (16. 19, 21; also see 4b in "Psychology 
of Aging"). 
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1. Suicide Is associated witji age. Age combined with 
other factors such as poor health, povertj^, ^nse of hopelessness and 
despair, being a male, alcohol misuse, and unwanted ^cial isolation 
•help predicj; suicidal behavior (9, 19, 21, 22). j 



.J 

C. Timing is a factor which affects the perception of an 
for choosing one's life's work, for retirement, for children leaving home. 



event as a social stress. There is a "twie" for marriage, for parenthood, 



and for death. %en events occur "off time" they may be stressful (22). 

D. Loss within the social oontext 'sucli as the death of, a 
significant other (family, colleague, friend, or pet) is related to pre- 
mature morbidity and mortality as well as to personal growth (5, 15, 19, 
22). ■ . • 

E. Loss of employment or forced retirement is dsapc4ated 
with poor health outcome (4, 26). , 

F. Forced or undesired change of residence is associated 
with poor health outcome (4, 16), 

G. Downward change in income level and low economic status 
are associated with poor health outcome (2, 4» 20, 21, 25). 

Concept II: To a large extent, society determines the array of pos- 
sible responses to social stress (1, 21, 22; see 4b in "Psychology of 
Aging"). 

A. Society tends to stratify itself by age. Each age has 
'its own age status and norms which define expected or preferred behavior 
(1, 21, 25). Aspirations concerning health, activities, and accomplish- 
ments tend to change with age. 

B. The behavior ^f older people is affected by their per- 
ception of societal attitudes toward them (15, 23; see 35 in "Psychology 
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Of Aging"). Some societies. lik« individuals, apparently have the "ca- ~ 
pacity to foster closeness and high affection within themselves, while 
others do not. This capacity seems to be unrelated to available food 
supplies or other basic survival needs (15). 

1. Unwanted isolation is related to poor health outcome 
(21. 22; see 2b-c and 10a in "Psychology of Aging"). Thirty percent of 
those age 65 and older live alone, with non-families, or in institutions. 
Seventy percent of the elderly live v^ith their families (16), 

2. The medical care system tends to avoid those older 
patients who are poor, dying, inactive, or unattractive compared to those 
who are ill but not dyingt mobile, and have attractive personalities or 
physical features (15, 19)'. 

C. Associated ><ith perceived hopelessness is despair, de- 
pression, suicide, and other poor health outcomes (11). 

Concept III: Generally, older people adapt well to old age, but 
the variation is great (1, 21, 25). 

A. With age comes experience in dealing with social and > 
other stress arid the ability to foresee stress (7, 22, 23). 

B. HPERD programs may provide a means for helping the 
-older person adapt to social stress (7, 17). 

LEARNING ACTIVITIES: 

Objective: To empathyOoduoderstand the e'ffect of social stresses 
upon the aged and how thU may be mediated by HPERD activities. 

1. Identify the predtctors of high morale", life satisfaction, or 
• happiness among the aged population. Note the influence of sex, socio- 
economic, ethnicity, and education factors. 
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" 2V" L"Tst'"and'drscuss the predictable and social ' 
stresses which you have had "to face up to, now. To what stres^^s and 
crises must the older person adapt? ' ^ 

3. Describe the differences in social expectations for the person 
age 15 to the person age 75 years and for the dying person. Suppose a 
conflict between social expectation? or "norms" and personal desires 

exists. What might be some possible stress outcomes? 

^ 4. Develop and/or implement an HPERO course/program which inter- 
venes to reduce the stress of loss, separation, deprivation, and/or 
change! y 

5. Develop and/or implement an HPERD course/program which inter- 
venes to increase the probability of health, life, satisfaction, or im- 
proved morale. 

6. Assume the military draft has been reinstituted (a social 
stressor). Those men and women between the ages of 18 and 45 years are 

» 

being conscripted. You receive your draft notice. If you are too young 
or too old, assume someone close to you is drafted. Write down your 
emotional reactions. ]10tha draft "time^" for you? Any sense of de- 
spair? Do you wish to run away or to "join up" ifimediately? Analyze 
the chain reaction of stress. How does conscription affect others in ' 
your social network? How might HPEftD programs help you cope with your 
feelings? 

7. Design and/or implement an HPERD course/program for those el- 
derly labelled "widowed," "chronically ill," or with ''end state" or 
"terminal illness" either in an institutionalized or non-institutionalized 
environment. 
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8. Analyze and discuss activity* play» and creative niovemenV "as 
means to developing intimate friendships, improving health, providing 
meaning to existence, and reducing the impact of social stressors. 
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MODULE 2: THE PH^^SIOLOGICAL ASPECTS OF AGING 

* ' INTRODUCTION 

Aging .processes are studied on many levels, from the microscopic, 
cellular level to the anatomic, structural level.. The gerontology stu- 
dent studying the physiology of aging is often surprised by the emphasis 
on the'vcell anid its related theories. The understanding of systematic 
age changes r^sts upon knowledge of agfe-^lated and. age-caused celluj^r 
changes.' However, -as Shock has noted, a comprehensive, valid theory of 
aging will have to be concerned with the total organism more so than 
with any one cell, organ, or system (51). 

Generally speaking, the body's physiological systems decline with 
age. Yet how many of the changes are due to agin^ per se or to environ- 
mental and other effects remains unknown. Death, it may i)e said. Is the 

V 

capitulation of/ the biophysiology to stress or a set of stressors. Selye 
observed long ago that no one ever dies of old age. One or more organs, 
then one or more systems, simply fail to function. One weak link in the 
chain leads to death of the organism by so-called "old age." Why one 
organ compared with another capitulates to stress remains a question of 
interest to researchers. , \ . ' 

For HPERD gerontologi sts , the ques^on is how and to what extent can 
the theory and methods of our profession mitigate the unhealthy and en- 
hance the healthy physiological changes associated with aging? Similarly, 
how and to what extent can HPERD theory and methods help the individual 
adapt to physiological changes asscfCiated with aging and old age? 
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In keeping with the AAHPERD tradition of. stressing preventive, in- 
terventive, and postventive measures, this module will (1) present in- 
formation necessary to educate the student about aging processes, (2) pro-, 
mote an awareness of bodily changes and suggest alternatives for healthier 
living, and (3) address inquiries"^out on-going physiological processes 
and how to cope with them. 
♦ This module will focus upon the following major themes: ^ 

1. Normal and pathological aging fall" on a continuum of healthy 

aging. s 

2. Research on age-related cellular change is basic to understand- 
ing the physiology of aging and its theories. 

3. Physiological systems change with age. 

4. It is hypothesized that HPERD programs have some hiealthy effect 
upon the physiology of aging for some duration. No HPERD program can 
prevent the ultimate physiological dysfunction called death. It is fur- 
ther hypothesized that HPERD programs can serve to help thfe individual 
adapt to physiological age-related or age-caused changes. 

The learning activities are designed, by and large, to help the 
reader translate each concept into HPERD programs. 

OBJECTIVES OF THE MODULE: 

Upon completion of this module, the HPERD professional should be 
able to: 

1. Understand the basic physiological process of aging and some 
theoretical perspectives. * 

2. Be able to distinguish between normal and pathological aging 
whenever possible. 



ERIC 



43 



3. Integrate knowledge poncerning the physiology of aging into 
HPERp program development. 

I. Normal and so-called pathological aging all on a continuum of health 
aging. 

Concept I: 'Aspects of physiological aging labeled "normal" or "patho- 
. logical" may be obvious in their extreme forms but difficult to distin- 
guish otherwise. 

A. Physiological changes in aging have been documented in 
the longitudinal. research of such investigators as Shock (51, 52), Birren 

(7), and Palmore (45, 46). 

B. .In the Duke University Longitudinal Study of Aging Long- 
Lived, pathology-free individuals were found. The predictors of what 
Palmore (47) and others like Chebotarev (13) in the Soviet Union call 
"successful aging" (e.g., long-lived and free of pathology) were (1) be 

a non-smoker, (2) have* a positive outlook on life and a positive self- 
concept. (3) have moderately good physical function, and (4) maintain a 

"role in society. 

C. A major characteristic of pathological change with age 
is the shift from acute to chronic disease (1). Often the fine line be- 
tween "normal," "borderline." and "diseased" is difficult to discern. 

An example involves the normal increase in blood pressure with age (1). 
Some, but not all older adults develop hypertension, a chronic diseas?. 
If precursor, subtle clues were identifiable as aging occurred, then ^ 
interventive actions could be executed. These "clues" are still being 
sought through research. 
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D. Ob^^lty; stress, inmunity., arthritis, and osteoporosis 
are some, or^fei^^factors and dysfunctii.ons associated with the pathologies 
of aging. Some of these, such a^s obesity, have serious implications for 

V 

other factors such as diabetes mellitus. arteriosclerosis, hypertension, 
and varicose veins (62). ' ^ 

LEARNING ACTIVITIES: 

Objective: To develop an awareness of one's predisposition to di- 
sease of old age. ^ 

1. Have each student fill out the life expectancy questionnaire 
provided in Can You Live To Be 100? (63). 

2. Once life expectancies ahe determined,* discuss the various com- 
ponents of the questionnaire with an emphasis upon eliciting a change 

in lifestyle. or habit with regard to experience, relaxatioh. nutrition, 
and chemical intake (cigarettes, marijuana, alcohol ,' etc.). 

3. Optional: Discuss the common causes of death in middle ahd 
old age (19)'. ^^^3W many of these diseases can be prevented or "^stalled" 
.by a change in lifestyle or habit?- 

Suggested audiovisual aid^ ^sl ide-Zaudio cassette program, by 
Wayman Spence, M.D. .'"Leading Killers-of Today," .Spenco Medical Corp., 
P.O. Box 8113, Waco, Tex(. A small pw^- 'and post-slide show quiz Is in- 
cluded in the teaching textr^ The slide^program is designed to give-in- 
sights and tea€h attitude^ jfs well as facts.- Permission has been granted 
to reproduce the teaching! text for group use. • / " 
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II. Research on age-related. cellular change is basic to understanding 
the physiology of aging and its theories. 

Concept I: The, gradual lo^of cells is a major charactemstic of 
the aging body (51. 58). ^ < 

A. Few specific cellular changes can be ascribed to aging 
per se with the exception of the intracellular accumulation of "age pig- 
ments" (lipofuscin) derived from in vivo studies (58). The limited pro- 
liferative capacity of cells (cultured in vitro), however, is an age- 
related phenomenon but not considered a definite age change (31). 

B. Cell degeneration ultimately leads to cell death, fol- 
lowed by necrosis (morphological .changes in' the cell). Cellular changes 
occurring with age differ from those due to injury. In both Cases, mor- 
phologic changes underlie the functional disturbances. If cell injur>^ 
is severe enough, or the aging process sufficiently advanced, cell death 

wil|/occur (58, 62, 49, 5). 
1 \ c. Our body cells are categorized as labile, stable, and 

pemanent. Labile cells reflect a high regenerative capacity (e.g., red 
blood and mucosal cells), whereby new cells continually replace old, 
"worn out" ones. Stable cells do not regenerate as rapidly (e.g., 
.liver, kidney, and endocrine gland cells). Permanent cells, also the 
body's most specialized (e.g., nerve and muscle cells) do not divide to 
regenerate themselves (2). 

D. Cellular organelles such as mitochondria, endoplasmic 

reticulum, lysosomes, and nuclei have demonstrated morphologic content 

i 

or structural changes over time (22). 
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E. The role of age pigments* {1 ipofustriTr)*-4^ars to be ' 
important in the aging process; however, the exact relationship between 
Its accumulation and the phenomenon of bi.ologic aging remains unknown. 
Accumulation of and pieces or mitochondria, endoplasirHc reticulum, 
Golgl apparatus, and lysosomes within the cell are implicated -in the for 
mation of age pigments (58, SOf^Z). Lipofuscin does not accumulate in 
all tissues. However, in 'tissues in which it- does appear, its rate of 
deposition is consistent enough to make it a reliable index of chrono- 
logical age (58, 60).. Lipofuscin has an apparent universal occurrence 
in phylo^ny, and its progressive and irreversible accumulation in post- 
mitotic cells has been labeled a "basic law" of cellular aging (10). 

LEARNING ACTIVITIES: 

Objective: To understand and be able to visualize age-related 

cellular changes ♦ - ^ 

♦ 

1. Invite ,a physiologist, cytologist, pathologist, histologist, 
or other specialist to give a slide presentation comparing old cells 
with young cells. What are the implications of such changes for HPERD 
program development? 

2. Discuss how cellular change might affect and manifest itself 
in the aging of selected organs as welT its the total organism. 

3. Have slides made from biology books or journal article photo- 
graphs that will exhibit structural changes in the cell and its 
organelles (f9, for normal cell; 22, 58^ 51, for aging cell). Overlays 



*One note of caution is warranted: age pigments are NOT the brown spots 
that appear with age on hands, arms, etc. 



for an overhead projector may be burned on a thertnofax machine once a 
photograph has been xeroxed. These are as effective as slides. 

4. Suggest reading material for undergraduates (19), and graduates 
*(58, Ch. 22). 

Concept II: The crosslinkage theory of aging has implications for 

degenerative disease and longevity. 

A. Bjorksten's crossl inking theory, first described in 

t 

1942, finds crosslinkage responsible for many of the secondary and ter- 
tiary causes of aginfl (8). Cutler (17) implicated crosslinking as a 
primary caiuse of many aging processes such as loss of elasticity, sclero- 
sis, and failure of the internal systems. 

B. Crosslinkage reactions are^the result of crosslinking 
agents found within the human organism or in the surrounding environment 
to which the organism is exposed'. Examples of crosslinking agents are 
intermediate metabolites of the Kreb's cycle, metals such as copper and 
manganese, and ionizing radiation (8). These crosslinkage reactions 

are likened to the tanning of hides and the vulcanization of rubber (8). 

r 

C. Collagen, the most abundant of body proteins, has been 
the major body protein involved in this theory. Due to collagen's 
ubiquity, the obvious manifestations of crosslinkage can be disastrous. 

D. Consequences of gradual but progressive crosslinking 
appear throughout the body and interfere with such factors as mobility d 
to decreased flexibility of ijiuscle fibers and tissue oxygenation. 

• The rationale for focusing on crosslinking theory is based on 
- (1) its popularity and acceptance, in the field of gerontology and 

is 
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(2> its implications, for intervention. For example, since crosslinking 
agents can be free radicals (which are formed by preoxi dative reactions), 
.antioxidants can be administered to deter the crosslinking process (28). 
Oxidizing fats^ such as polyunsaturates of the cell membrane, are also 
crosslinking agents. Simply stated, theorists have recoiimended the in- 
take of , antioxidants such as selenium and vitamin E and a reduction in 
the ingestion of both saturated and polyunsaturated fats, or complement- 

» 

ing the intake fats with an antidxidai^. 

For more information on prophylaxis and tht^py regarding cross- 
linking, refer directly to Bjorksten (8). Resolving one's own belief 
or having an opinion about the practice Bjorksten recommends will sef^ve^ 
to prepare the teacher for the often asked question: Do you t^^ke vitami(i^ 
E and/or do you believe that this will help xJeter sojfe process of aging? 
Be prepared. * ■ , 

LEARNING ACTIVITIES: ' * " 

Objective: To explore the implications of preventive, interventive , 
and postventive health behaviors. 

\ 

V 

K On the basis of the material presented so far, ask the class 
to interpret the theory practically and with relevance- to themselves, 
their parents, and thejr grandparents (30). 

4 

2. Discuss- the ingestion of metals found in foods and water (29), 
the effects of solar radiation, and the status of vitantin E as an anti- 
oxidant (32, 25, 6). There are considerable differences of opinion, 
especially between the viewpoint of U.S. RDA and proponents of free- 
radical and corsslinkage theories. 
\ 

. 'I • ■ ■ 
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3. As a health educator or other HPERD professional, discuss the 
imp/i cations of cross linkage theory for your program. 

III. Physiological systems change with age. 

Concept I: Age-related changes in the cardiovascular system occur. 

A. The predominant form of vascular changes associated with 
age is characterized by eirteriosclerosis. Because of its universality in 
almost all animal species and because of its progressive onslaught with 
advancing age» it is considered an inevitable manifestation of aging (58). 

Atherosclerosis, the specific name for alterations such 
as atheroma or piques, is a type of arteriosclerosis. However, the terms 
often are used interchangeably. The approximate time sequence of the de- 
' velopment of arteriosclerosis with respect to specific pathologic changes 
has generally been established in North America (58, 41). 

B. In brief, the functional changes of the cardiovascular 
system are listed below. For an in-depth explication of each item, re- 
fer to the relevant sources. 

Functional changes with age appear to include the 

f ol 1 owi ng : 

1. Decreased heart rate in response to stress. 

2. Decreased efficiency of the heart as a pump. 

■ 3. Decreased velocity of contraction and relaxation of isolated 

heart muscle. 

4. Decreased rate of cardiac hypertrophy. 

5. Stiffened and dilated arteries. 

* 6. Diminishing roles for elastic and smooth muscles in determining 
elastic properties (the latter all determined progressively by collagen). 
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7. Increased peripheral vascular resistance. 

8. Increased organ perfusion, in general. 

9. Increased tendency for blood pressure to rise, but not in all 
individuals and populations (22, 37) . 

C. An increase in blood pressure is a major concern of aging 
adults. Factors that would cause an increase in blood pressure with age 
are (58) (1) increasing arteriosclerosis and atherosclerosis and (2) de- 
creasing renal blood flow*. 

A decreased cardiac stroke volume and^ an increasing vol- 
ume of the aorta would tend to decrease blood^ressure. However, other 
factors that change with age may cause blood pressure to increase (e.g., 
increased salt intake, stress, or obesity). 

D. Doe% blood pressure change" in progressive and Irreversi- 
ble ways in every individual? 

Bender (4) looked at cross-sectional studies of Afnerican 
and European populations. The results generally showed an increase in 
systolic pressure with age and a slower rate of increase in diastolic / 
pressure. Diastolic pressure also showed a leveling off or decrease in 
old age, resulting in increased pulse pressure. Longitudinal investiga- 
tions by Norris et al . H4) confirmed "an increase in systolic pressure 
with age, and an increase in diastolic pressure between 20-29 years and 
60 to 69 years but with an equivocal difference between the latter group 
and those 80 to 92 years old.*' They also noted that exercise caused in- 
creased systolic and decreased diastolic blood pressures without signifi- ' 
cant age differences. 

ERJC . 
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E. ' ^DeVries and Adams concluded from their all-male study of 
increasing blood pressure at various workloads that the vasomotor response 
to exercise was not affected by age and that differences with age in 
blood pressure levels were manifestations of the increased peripheral 
resistance present at rest (20). Kohn (36, p. 293) states, "These data 
suggest a>i age-related sluggishness in cardiovascular reactivity that is 
apparent during postural change and recovery from exercise, but not in 
response to exercise." 

F. Kohn (36) organizes cardiovascular disease into three 
categories:' arteriosclerosis, hypertension, and amyloidosis. It is 
assumed that you are familiar with the definitions of the first two cate- 
gories; hence only amyloidosis will be defined. 

Amyloid is a mysterious substance which accumulates 
within the body and is' associated with various diseases. In the-cardio- 
vascular system, amyloid is deposited betwee^ardiac myofibers. beneath 
epicardium and endocardium, in heaVt valves, and" in the walls of arteries 
arterioles, and capillaries. It is unclear whether or not amyloid de- 
posits are an aging process (36). Some reports^have suggested that a 
form of amyloid may be a normal component of connective tissue and. that 
diagnosed individuals have excessive amounts of this "normally occurring 

substance" (36, 64, 59). 

G. Morphologic changes in arteries with age will not be dis 
cussed here. However, the most consistent age changes in arteries will 
be, mentioned. They are: (1) the redistribution, thinning, an'd fragmen- 
tation of elastin and (2) the accumulation of collagen, calcium salts, 
and lipids (22). 
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In brief, the aginj of collagen is characterized by 



progressive insolubility, increased chemical stabilization, and increased 
stiffness. 



tute the most def initive Jjasic aging process that has been observed in 
mammals" (36, p^ 311). 



for inefficiency of the heart to pump, the increased peripheral resistance 
with age, and the trapping of important cellular substances. 
In summary: 

1. The cardiovascular system was not designed for a very long life. 

2. It contains fixed postmitotic cells. 

3. It is rich in connective tissue that loses elasticity. 

4. There is a poor blood supply to the media of arteries. 

5. The system is subjected to continuous stress. 

LEARNING ACTIVITI|S: 

Objective: To learn of the developmental aspects of cardioyascular 



functioning-. 

!• Investigate the developmental changes in the anatomy of the 
care^io vascular system. How does. this system change with age? What are 
its implications for 'physical activity and for health educationf* 



"2. Investigate and discuss the developmental aspects of dirterior^-^ 
sclerosis. View slides of normal and aged arteries. Discuss arrd describe 
the variations* What might be the implications for HPERD programs? 



It 



Changes in the properties •of collagen probably consti- 



Increased stiffness of connective tissue may account 
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3. If one is interested in diseases of the cardiovascular system; 
.use Spenco slide program on diseases of the heart. Although the program 
conies with an audio cassette, one may adapt the slides to the lecture. 

4. Discuss preventive action in coronary heart disease* Teacher: 
be prepared to entertain physiological questions concerning, the roles of 
obesity > diet> exercise, and stress upon longevity. 

Concept II: Age-related changes in the nervous system occur. 

A* Degeneration of the nerve cell body is reflected by (58) 
a loss of cells and a change in ce.ll §ize. 

^ The Toss of neurons are many thousand per day through- 

> 

out the latter half of life. The surviving neurons are atrophic and may 
show chroma toly sis, /at, and lipofuscin accumulation. Certain ganglion 
cells increase in size due to the accumulation of materials sucj/as fat 
and lipofuscin. Cells may also increase in size due to swelling (i.e., 
Perkinje cells (53)). • Parenchymtous tissue of the b"»^n is postmitotic; 
hence once destroyed, a cell does not replace itself. 

■ Glial cells increase with age. This increase i"s postu- 
lated to represent a compensatory process of the brain to overcome mor- 
phologic and functional neuronal loss or neuronal changes due to aging 
(58). 

C. Various fofms of vascular degeneration are seen. Ar^ t 
example of this is the perivascular plaques of Scholz comprised of amy- 
loid (53). (See previous section for explanation, of amyloid deposition.) 

D. Macroscopically , the brain atrophies with age. In 

suimiary: 
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1. There is a decrease in brain weigh,t (a brain at age 70 may 
weigh 160 to 200 g less ttian it did at age 20). 

2. ^yri are narrowed. 

3. Sutci are widened. i j 

4. Cortulis is thinned. 

• ^5. White matter is reduced. 

6. ^ Ventricles^ and subarachnoid v^pace are dilated. 

7. Pia-arachnoid is more adherent than in the young. 

8. Walls of the ventricles may be stiidded with granular excrescences 

E. The spinal cord is^also affected* Ataxia of the aged is 
related to loss* of nerve fij3ers in the dorsal columns* and the spinocere- 
bellar tracts. Also* some muscle weakness may. correlate with loss of 
anterior horn cells. Other changes involve loss of fiber in spinal nerve 
roots and peripheral nerves. Changes in the axons and their myelination 
and Schwann cells may also occur. Spinal fluid protein, however, is not 
significantly changed in the elderly (58, p. 93S). 

F. Morphologic changes occurring in the arteries of the 
brain are similar to changes occurring in. other arteries of the body. 
Degenerating smooth muscle is replaced by collagenous tissue. Failure 
of arteries to detract or retract is attributed to the fraying, frag- 
menting, and calcification of elastin fibers or to an increasing cross- 
linkage between elastin and collagen fibers that holds elastin fiber? 
in a stretched position (10). ^ 

Changes in overall cerebral blood flow and oxygen con- 
sumption suggest rapid fall in the circulation and utilization of oxygen 

{ 
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in the brain from childhood through early adolescence. This is followed 
by a progressive but more gradual reduction later on (58). Interpreta- 
tion of these findings has led scientists to indicate that the functional . 
competence of the brain progressively declines, depending on metabolic 
and circulatory changes with age. 

Timiras (58) points out that "arteriosclerosis of the 
cerebral vessels rarely constitutes an isolated process but i$ commonly 
associated with deterioration in other iSarts of the cardidvasculjgr system." 
Thus the effects of degeneration of the cardiovascular system upon the 
central nervous system illustrate that age-related changes are complex 

in origin. ♦ 

Practically speaking, proper nutrition and adequate ac- 
tivity can serve as interventive factors to maintain the functional in- 
tegrity of the nervous system via the cardiovascular system. 

G. Arteriosclerotic changes and the accumulation of meta- 
bolically inert intracellular pigments impair the respiratory activity 
of nerve cells. Thus, in a general sense, the aging brain can be 

viewed as hypoxic. Studies have indicated that intermittent hyperoxygena- 
tion (hyperbaric treatment) can materially improve cognitive functioning 
in the aged, although it does not reverse or slow down basic degenera- 
tive processes (58, 33). 

H. Impaired excitation of receptor organs may be somewhat 
responsible for a decrease in response to various environmental stimuli 
as a result of the aging process. 

Changes in the sense organs show variation and are 

prclgressive and gradual. 
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• I* _ 
K The eye: vision • 

Eyes may be conceptualized as young or aged at any ehrono- 

logical age* 

b. Certain progressive changes are physiologically based, such 
as loss of accommodation, drying and opacification of the lens, depig- 
mentation of the iris, and loss of retinal reflexes. 

* c* Other changes, although not necessarily pathological, may 
begin earlier in life but assume a more malignant aspect with advancing 
age. Examples are glaucoma,, lens opacitijgs, high myopias, and vascular 
changes (22, 58), 

d* As one ages, eyelids and surrounding skin become thinner, 
wrinkled, and more pigmented, exhibiting J^eratosis (58) • Bags may appear 
below the lower eyelids. 

e* Lacrimation increases due to increased susceptibility to 
cold, wind, and dust (58) • 

f. Characteristic changes of the lens, such as a decrease in 

t 

lens metabolism and lessened permeability, impair transmission of light 
(58), 

g. Timiras (58) points out that although age of onset varies 
widely, practically every person will acquire cataracts if they live 
long enough. Every lens opacity is a cataract, but its importance is 
critical when it interferes with vision* 

h. The elderly have difficulty adapting to the dark and dis- 
tinguishing light intensities (53). In order to compensate for impaired 
transmission of light, a decrease in adaptive response, and changes in 
degree of elevation of the eyes (53), simple recommendations can.be made. 
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Preventive and -fnterventive advice would include education 
about devel opmental age changes with emphasis placed on variatidn and 
individua.1 differences of the aging human. Ignorance is not always bliss. 
Interventive measures would include eye exercises (14). At work, a rule 
of thumb may be to double light intensity every 13 years (12). Preventive 
measures are not always successful at maintaining or preserving func- 
tional efficiency once certain stages of deterioration are reached. How- 
ever, education and explanation of certain disorders can mitigate anxiety 
over impairments, the need for surgery, and the recovery periods. 

I i. The most important nerve changes associated with senility 
are those caused by retinal and cerebrovascular diseases, accidents, and 
glaucoma (58). Results of the latter may produce pathologic excavation 
of nerves with loss ol* vision and visual fields. 

2. The ear: hearing. 

a. Changes in auditory acuity may be due to physiological de- 
generation and/or external influences (23). 

b. The term presbycusis was coined in- 1891 and refers to the 
progressive, bilaterally symmetrical reduction of hearing accompanying 
the natural aging process (11). 

There are four types of presbycusis, characterized by the 
area of the ear which is affected by the disease (15, 35, 38): 

i. Sensory presbycusis: atrophy of the organ of corti , 
which contains the sensory cells for hearing. 

ii. Neural presbycusis: loss of neurons along the audi- 
tory pathway from the ear to the brain with corresponding loss in dis- 
criminatian of speech. « . t| 

5S / 
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Metab6,lic presbycusis: atrophy of the lining of the 
sac that contains the hearing organ and is thought to provide if with 
nutrition and circulation. This produce^ a fairly uniform loss of pure 
tone. 

ivt.. Mechanical presbycusis: stiffening of part of the 
hearing organ. Hearing loss increases as tones become higher. 

/ 

c. Symptoms of presbycusis include:' ^ • 

i. Difficulty with high tones (high frecfQency loss). 

ii. Time lag between receiving a signal and actually 
understanding it. 

^ - iii. Tinnitus (ringing in the ear); 
iv. Vertigo (dizziness). 

V. Recruitment (abnormal sensitivity to loudness). 

d ■ ^ 

i 

vi . Atrophic changes to the ear. 

d. Other factors which may cause difficulty in understaoding 
speech are: ^ 

i. Loudness recruitment, 
i i . Audi tory f ati gue. 

iii. Slowing of central reaction time, particularly if it 
is fast or loud, or if the backg^^ound is noisy. 

*In terms of intervention, dne would probably want to speak 
slower and reduce or omit background noise when addressing a hearing im- 
paired adult. 

e. A blessing of old age is the lessened tendency toward motion 
sickness. Thfs^ partially the result of reduced labyrinth in sensitivity 
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. " ' V. • . 

' >^ : 

• 3. T^te. ' , 

The number of tast& buds is gradually reduced with' increas- 
ing age. Approximately 8Q percent of elderly persons have demonstrable 
hypoglusia. Other changes are: 

' / ^-^"^ [ 
b. For taste to be effective, a higher stimulation is needed 

in the elderly. 

€• A reduced flow of saliva is reperr^ed. 

d. liissuring or furring ^f the tongue occurs. 

^ ^ \ 

e. Loss of elasticity in the mouth occiirs. ' > ^ . 

4. Sensation. 

a. Paresthesias, or 6ain in the hands and feet, occurs often 

V 

in the elderly (53). 

b. Decreases in sensitivity may be partially due to degenerative 
changes in the peripheral nervous system and nerve endings* 

'c. Deep sensation is impaired in ^he lower limbs. Sorfie hypothe- 
ses presented to account for this change are: 

i. Inadequacy of blooci supply to the sftjnaT cord, spinal 
nerve roots, and peripheral nerves. ^ 

ii. Damage to .spinal roots. 

iii. Dietary deficiency (thiamine). 

iv. Cervical spondylosis, which also may account for symp- 
toms such as paresthesias, muscle wasting in the upper limbs, and various 
degrees of spasticity and ataxia in the lower limbs (53). 

5« Reflexes. 

■ a. Deep reflexes are commonly impaired in the elderly, or they 
may be absent (as in the ankle jerk). 
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b. Studies have demonstrated a loss of functioning motion 

units. 

c. A slowing of the maximum impulse propagation velocities in 
the motor nerve. 

6. Speech. 

a. Speech/sound production may be "affected by lesions of the 
central or peripheral nervous system. 

i. Speech intensity and duration are reduced. 
_ ii. The vocal range is smaller, and quavering may appear. 

iii. The tone may be high pitched, nasal, and monotone 
(hearing deficiency may also affect speech). 

iv. A lack of sufficient breath due to ^altered posture 
or obesity may affect voice production. 

V. Tone- may be affected by loss of elasticity and hyper- 
trophy of the laryngeal muscle. 



r 

duce muffled sounds. 



vi. The sluggishness of the oral cavity may help to pro- 



I. It' would appear that the "global" declines of central 
nervous system (CNS) functions does not seem to be a necessary prerequi- 
site to accelerated aging in general or to a shortened lifespan. Rather, 
aging in specific areas or systems of the CNS is capable of inducing suf- 
ficient asynchronicity to disturb the normal function of cells, tissues, 
and organs and to lead to precocious senility (58) • 

LEARNING mVR^lES: 

Objective: To promote a better understanding of developmental and 
pathological nervous system andyelated changes due to age or other 
factors. 
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1. Discuss senile dementia versus pseudosenility (21). Stress the 
implication of preventive and interventive actions. 

2. Describe and discuss pathologies of the nervous system. The 
Spenco slide program entitled "Neurological and Related Diseases" by 
Wayman Spence, M.D., may be of some relevance. 

What are the implication^ of nervous system-related dysfunction 
or patfjology to HPERD program development? How might HPERD programs 
serve to mitigate nervous system- related dysfunction or pathology? How' 
might HPERD programs serve to help the older a^dult adapt to nervous 
system- rented dysfunction or pathology? 

Concept III. Age changes in the lung and respiratory system occur. 

A. Structural changes that may occur include the following 

1. Calcification of costal cartilages. 

2. Increased'liyphosis of the spine. 

3y Degeneration into vertebral discs and increased 
spinal curvature rna^ give appearance of "barrel chest" (58). 

B. Age-related changes in pulmonary function: 

1. Age, sex, and height are three factors showing^the 
highest correlation with lung volume, whereas weight and body surface 
area have been shown to be poor predictors in estimating lung volume. 

2. Cross-sectional studies ^f the general population 
revealed that total lung capacity is less in older individuals. Since 
these cross-sectional studies could not separate the effects of (a) in- 
creased average height of the general population and (b) decline in 
height throughout later life, these data showed that measurements of 
total lung capacity are best predicted by height alone (43). 
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3. Tliere is a "decrease in vital capacity. The mean de- 
crease referted is 26.4 ml/yr for males and 21.6 ml/yr for females (58). 
Although men have larger vital^ capacities initially, the rate of decline 

with age is the same for both sexes. The normal values reported for ^ 

^ Si 

non-smokers in pollution-free environments were greater than those re- 
ported for smokers of urban environments* ^ ^ 

4* Since vital capacity decreases with age and total 
Jung capacity remains constant* residual volume must increase with age. 
The ratio of residual volume (RV) to total lung capacity (TLC) increases 
from about 20 percent at age 20 to 35 percent at age 60. This RV/TLC 
increase takes place predominantly after age 40 (9). 

5; Expansion of the rib cage accounts for 40 percent 
of the change in lung volume in younger people, while movement of the 
diaphragm is responsible for the rertiainder (3). 



I 

6. Maximal oxygen uptake in males peaks at age 20 and 



r 



then declines with age (18). The proportional de'crease in maximal oxygen" 
uptake with age in females is similar when their initial exercise capacity 
is taken into consideration (3). 

7. Maximal oxygen uptake has been shown to increase in 

both middle-aged and older men and women (61, 1). 

f 

8. Pulmonary diseases are greater in older individuals 
than in the general population. One cannot asse^ if this is due to 
aging per se, although the in(?idence of infections in pulmonary disease 
is greater in the elderly. This may be the re^irf+T^oTass debili-^ 
tating diseases. Tuberculosis of the eld^y is >^)rimarily the reinfection 
type (56). Pulmonary embolism is a frequent cause of death in the^^el derly. 



ERIC ' 




55 



whiclj increases with age in a linear fashion (42). Emphysema and pneu- 
iwnia are other pulmonary diseases. Lung neoplasms and chronic obstruc- 
tive pulmonary disease ar« related to age and cigarette smoking. ^ 

LEARNING ACTIVITIES: 

Objective: To reinforce by visual aid, anatomical and physiological 
changes in the lung and respiratory system due to normal aging and patho- 
logical aging processes. 

1. Spenco slide program "Diseases of the Respiratory System" has a 
good sample of pathological diseases relative to aging. There is one 
^slide of the normal lung. These slides may be shown in conjunction with 
a discussion on developmental physiology and ensuing pathology due to 
age, as with emphysema. 

2. Provide for the class breathing exercises. Often students are 
unaware of their poor posture and breathing habits (14). 

3. Discuss the hazards of both first- and second-hand tobacco smoke 
Your local chapter of the American Lung Association can provide you with 
materials relevant to your discussion. 

4. You are working with an aged individual with emphysema. Develop 
a systematic plan to help him or her either redu(^ the effects of this 
dysfunction or cope with it in ^a better fashion. First, it may be help- 
ful to really understand the debilitating effects of emphysema. Contact 
you^ local Ajnerican Lung Association to obtain a film describing the 
pathology. Another choice is to have a person with emphysema visit to 
talk with the group or claSs. Is all emphysema caused by overindulgence 
smoking behavior? • , • 
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Concept IV: Age changes in the gastroirjtestinal system occur. 

A» There exists a decrease in acid secretions for both males 
and females who showed atrophic gastritis* However, other studies showed 
no difference in acid output at any age when results ^ere not expressed 
against body weight (22). 

B. Atrophic gastritis is a very comnon form of gastritis 
in the elderly. Histologically, atrophic gastritis is characterized by 
the thinning of the gastric mucosa and muscular wall. The gastric glands 
are destroyed or lost by infiltration of the mucosa with lymphocytes, 
eosinophils, and plasma cells. Gastric atrophy .is characterized by an 
apparent loss of normal fundi c glands (22). 

C. Changes in. the gastric physiology in the aged are sum- 
marized below: 

1. Hyposecretion of acid, intrinsic factors, and pepsin. 

2., Increase^d incidence of atrophic gastritis leading 
to the development of intestinal metaplasia. 

Interestingly, atrophic gastritis increases the risk of 
carcinoma of the stomach twenty-fold over age-matched controls (22). 

D. There has been no concrete evidence (except for Guth 
(26)) to show that diminished absorption of nutrients occurs in normal 
elderly persons (58). Reports do suggest that reduced intake and poor 
preparation of food are the causes for low serum vitamins and minerals as 
well as increased body loss and increased utilization. 

E. Some common disturbances of the colon in the aging are 
diarrhea and di verticulosis. The major cause of diarrhea in the elderly 
is laxative abuse (16). 
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F. Studies about gross and morphological changes that 
take place in the liver with normal aging have shown conflicting re- 
sults. The liver gets smaller in relation to bod/ weight after 50 to 
60 years of age. There are changes in hepatic enzymes that have im- 
plications for proper drug metabolism and detoxification processes. 

' In suninary, .there does not seem to be an age-dependent liver function 
change. 

G. ' Insofar as ►the pancreas is concerned, there is no sig- 
nificant difference in pancreatic exocrine function in the elderly (58). 

H. Cholelithiasis is a coimon occurrence in the elderly. 
In the United States, approximately 10 percent of men and 20 percent of 
women between the ages of 55 and 65 years have gallstones (23). 

LEARNING ACTIVITIES: ^ ' - 

Objective: Ti) develop an awareness of the diverse pathologies of 

the digestive system /\ 

1. ' One may show the Spenco slide program entitled "Diseases of 
the Digestive* System." Permission has been granted to reprotluce for 
group use the script of this text. 

2. Discuss the ramifications of laxative abuse. Are laxatives 
necessary? Can less harmful, natural substances replace the chemically 

♦ 

based laxative? . • 

Concept V. Age-related Changes in the kidney and bladder occur. 
A. Changes in renal physiology associated with aging 

include: 

1. An early decrease in glomerular filtration rate and 
renal; blood'flow, as well as other renal functions. 
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2. A general increase in renal functioning leading 
to pathogenesis. ^ 

B. Shock (50) showed that between the ages of 20 and 90 
renal blood flow is reduced to about half its original value. GlomeruA 
lar filtration rate (measured by insulin clearance) also decreases pro- 
gressively with advancing age and at practically the same proportional 
rate as blood flow (58). The excretory and re-absorptive capacities of ^ 
the tubules are also impaired with aging. , 

C. , The reduction in the number of nephrons and a progres- 
sive degeneration of those remaining nephrons in Gonjunction with a con- 
comitant decline in transport mechanisms , membrane permeabil ity^ en- 
z^atic activity* and responsiveness to hormonal actien* etc.* of the 
glomerular and tubular cells, may be determining factors in the reduction 
of renaV deficiency in aged individuals -(58) . 

; D. In terms of adaptive response and maintaining equilibrium 

of the acid-base balance* the older adult is less capable than the younger 
adult in restoring imbalances to normal. 

E. In considering treatment and drugs for the older indi- 
vidual* one must consider that the metabolic and "Excretory capacity of 
the^kidney is extremely reduced; therefore cumulative toxic effects can 
occur at a dosa level easily tolerated by the young adult (58). 

F. Bladder capacity decreases with age without any ap- 
parent anatomical cause • The frequency and value of residual urine 
increases. 

G. The sensation of needing to urinate changes with age, 
The need to void occurs wh^n the bladder is a little more than half full 
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in younger adults. In the aged the sensaticSn may not occur until the 
bladder is almost filled to cSipacity, and in many individuals there is 

no sensation at al 1 . , - 

* H. Urinary tract. infections increas.e abruptly with age. 

In women over 65 and men i^ver 70 the incidenc^ of infection leaps ajiead. 
Researchers suggest that two mechanisms resporVsible for the increased 
vulnerability to infections ajc^ • \ ■ • 

1. Gross anatomical change leadihg to retentiw and . 

stasis. 

2. The bladder, fn some way, contributes to the steril- 
izationM the urine and tfiis effect is lost as a senescent change (22). 

LEARNING AGTIVITIES: 

^ Objective: To sensitize the student to the problems encountered by 
the ^"Paer ly due to incontinence. 

1. Discuss the problem of incontinence and the various methods 
presently bein^explored^ to regain control (i .e. , biofeedback, drugs, 

I 

\ 

etc. (22)). ^ 

2. When using this unites part of a he^th education lecture, y 
consider the dramatic psychologie^^T^bt^nges encountered by the older 

adult who has suddenly become incontinent due to iljness. surgery, 05 

and how otljers relate to the individual. ( ... '-^ 



ERIC 



\ 

68 



6a 



Concept VI. Age changes of the. reproductive system occur. 
A. The female. ^ 

1. Estrbgen^ levels decline significantly in the two 
decades after age 40 and stabilize at low levels thereafter. The de- 
cline in estrogen levels has been related to the loss of follicles char- 
• acteristic of the aging ovary. A decline in progesterone production is 
^^^^„^ne of the earliest demonstrable endocrine changes , manj/ested by the 
irfjfreasing frequency of anovulatory cycles prior to menopause. The ex- 

* '^dretion of. gonadotropins increases, slightly with age in pre-menopausal - 
.7 ^ 

women'^and markedly in menopausal and post-menopausSl women. 
> ^ 2. Aging of, female secondary organs include the 

following: 

• \ a.. The uterus reaches its maximum weight at age 30. By age 
, --SO it undergoes a 53 percent weight loss. 

Collagen" of the older uterus shows evidence of increased 
. crosslinkage. • • 

c. Jhe vagina^undergoes shrinkage and thinning of its walls, 
.d. The fallopian tube diminishes in size and motility. 

e. Generally i during* menopause and early post-menopausal years, 

0 - . - 

mild atrophy of the external genitalia is folTowed by marked atrophy in 

^ . 

, senescence. * 

' f. 'A loss of subcutaneous fat of the labia majora and minora 
ai^due to ^^^^'^^^ deficiency. 



g.-^ The' clitoris diminishes in size. 



^h. In some cases* sclerotic or atrophic changes of the vulva 



are seen. 
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3. Changes in secondary sex characteristics. 

a. • Iirenediately following menopause, mild thinning of pubic 
and axillary hair and loss of subcutaneous fat occur. Marked changes 
occur during senescence. 

b. Estrogen deficiency in post-menopausal women is character- 
ized by flaccid breasts. ^ 

c. Alveoli gradually disappear and ducts diminish in size, 
m d. Size and erectilitV of the nipples also diminish. 

4. "Menopause is a physiological event associated with 
the norma"! aging of the ovary" (58, p. 531). The mean -age for menopause 
is the late forties. When it does occur in the late forties or early 
fifties, normal aging of the ovary is probably reflected. 'HJhen meno- 

• pause occurs earlier, influence of environmental factors such as malnu- 
trition, overwork, and poor general health are reflected (58). 

5. Climacteric, or "change of life," is used to de- 
scribe the morphologic and physiologic changes. in the body that are a 
product of cessation of ovarian function. The climacteric is that 
period of time that gives rise to the objective and subjective symptoms 
referred to as the "menopausal syndrome" (48, 22). These sympWis can 
be divided into three categories: 

a. Disturbances in autonomic aqd vasomotor functions (e.g.,')? 
hot flashes, hypertension, sweat, etc.). 

b. Neurologic, neuropsychologic, and psycho-social symptoms 
(e.g., headaches, irritability, depression, etc.). 

c. Symptoms of direct somat-4c origins (hormone deficiency and 
imbalance) (e.g., bursitis, diabetes, graying hair, etc.), 

ERJC (Q 



62 

6. The reproductive period with the highest frequency 
of successful pregnancies is the third decade. Risks of miscarriage* 
stillbirth, neonatal death, etc, are highest in mothers in their thir- 
ties and forties. 

The male. 

K A decline in the physiologic activity of the testis 
is experienced with age. However, the complete arrest of spermatogenesis 
is rare. The decline in spermatogenesis is accompanied by a reduction^ 
in the number and size of spermatozoa. 

^ 2, A gradual decline in the secretion of androgens may 
reflect the diminshing number of Leydig cells and their secretory 
capacities. 

3. Changes in the sex organs include: 

a. Decrease in weight of seminal vesicles* 

b. Changes in the prostate. Atrophy and fibrosis are char- 
acteristic factors affecting the prostate late in life (50-60 years)'. 

4. There has been some suggestion of a male climacteric 
based on a few cases. The subject is highly debatable. It has been sug- 
gested that when males do experience the '*cl imacteric" it is at a later 
age (sixties) than women and is experienced to a lesser degree. 

5. For post-menopausal women, the four phases of sexual 
response associated with coitus are fully attainable. The intensity and 
duration of each response are* however, decreased. In men, reaction 
patter/is of erection, mounting, and ejaculation gradually decline with 
advancing age. Penile erection is more difficult to achieve, but once 

an erection is had. It is maintained for a longer period of time than 
in younger males (40). 
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LEARNING ACTIVITIES: ' " j 

Objective: To. dispel the myth that one is sexually "defunct" after 

age 50.* 

1. Discuss the practical implicatipns of diverse outlets for sexual 
exp»>ession that HPERD programs can provide (i.e., the role of dance, 
exercise, etc.). 

2. Identify practical suggestions one might give to older adults 
due to the physiological changes discussed (e.g., an older woman m^y 
need a lubricant, a change in lovemakiog positions may be required 
due to impairments, etc.) (34). 

3. If appropriate for the audience, discuss the implications for 
negative attitudes toward masturbation. Consider this topic important 

'given the unavailability of a partner for most older women. 
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MODULE 3: THE PSYCHOLOGY OF AGING 



, ' -INTRODUCTION ! 

The psychology of aging is concerned with the understanding and pre-, 
diction of behavior as influenced by age «nd agingt Traditionally, the • 
psychology of aging is concerned with such questions' as; 

1. How does behavior change over time from birth to death? What 
,is the nature of developmental behavioral' chan#«s^y 

2. What are the behavioral differences between and within different 
age groups (cohorts) -^hd how trn^t they be explained? 

• 3. What factors or cluster of factors predicts how well an indi- 

visual adapts to aging? Why is it that some people enjoy their aging 

process (call it self-actualization, ego-identity,< life satisfaction, or 

-healthy aging), while^others fear aging more than dyinjg' or death? / 

*4. What is the relationship between aging and lea/riing a#id intelli- 

^ ' — * 

gence, motivation, neurological systems functioning, life satisfaction, 
perception, and adaptation to crises and stresses? 



The key questions, of course, ^re (l^what behavioral and adaptive 



changes occur during the life span due s^ely to the aging process, 
(2). what changes ar^ due to factors independent of aging, and (3) what 
changes are explained by the interaction of aging and other factors? 

In genera fT. nearly all behavioral functi^nin|^^ declines with age and 
ceases at death.. Yet the variation in behavior with (individual differ^^ 
^ ences) and between (age differences) age groups or cohorts is significant. \ 
One .individual, age 6o'years, may be vigorous and able to pafticipate, even 
compete, in tennis or dancing with others 30 years younger. On the other 

. • / ■ 
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hand, an individual, of the same age, may be feeble and "old for his or 
her age" (an example of individual differences). 

One's history makes a difference. A person born 60 years ago com- 
pared to one born 40 years ago has experienced a different historical * 
period, which may affect behavior. The person bom in 1920 weathered a 
massive economic depression, unlike the person born in 1940. Certainly, 
experiencing that profound stage of our history can be predicted to have 
some effect upon behavior. 

Aging requires a series of adaptations to uni^redictable and pre- 
dictable stresses. The "meaning" and "perception" of the stress are 
crucial mediating variables which influence the quality and extent of the 
response to stress. 0^'^ 

Perhaps, a role of HPERD activities is to serve to favorably mediate 
the stress response by affecting "meaning" and "perception." The goal of 
HPERD activities is positive heaith outcome, thrat is, \x\ otjtcome that "con- 
tributes to the survival and meaning- to-life of the individual. The ex- 
.' ception is in working with tl]g dying person. Here, the major goal remains 
^ to help provide enjoyment until death, but the goal of "survival" becomes 
irrelevant. The relevance of HPERD for the dyi/ig and bereaved persons 
is discussed in a module devoted to that topic. 

Thus HPERD is conceptualized as able to provide a positive ^meaning 
to life ar|d improve- a dolorous perception* of the environment by means of 
pleasurable,_joyou$ activities and social interaction (19). 
This mcS^ule will focus^' around the following major themes: 
" .1 • Aging and old age^nayjbe^ by a set of . psychological 

characteristics; however, the variation is extremely wide. Many^f'^the 
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psychological characteristics associated with aging and old^^ may be 
beneficially affected by HPERD preventive, inter>entiy<' and postitff^vti ve 

program^s. * 

2. The aging process may be exacerbated by stN^ess. -t, 

3. The probability of a healthy response to stress may be directly 
or indirectly influenced by HPERD programs. 

The learning activities listed upder each concept serve to facili- \_ 
tate integration of the psychological concepts into HPERD program devel- 
opment . 

OBJECTIVES OF THE MODULE : ^ f^' 

On completion of this module, the HptRD^professional should be able 

to: ' • 

1. Understand and identify selectedjisychological factors which 

ctiaracterize aging. 

. 2. Understand and be able to discuss the psychological stresses'" and 
mediating variables of importance to older adults. 

3. Integrate aspects of the psychology of aging into existing HPERD • 

programs . *-> /j^ 

4 Modify existing HPERD programs' in light of the psychological 

J 

needs of older people • . 
« 

I. TheN^sychological characteristics of aging and old age, their varia- 
tion, and the influence of HPERD programs. 
Concept I: Central nervous system (CNS) and autonomic nervous system 
(ANS) decli/ie are associated with aging in later life (35^ 

A.' That decline varies in terms of degree and speed of oc- 
currence but, nonetheless! reaches its nadir during^ing and at death. 
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The extent which that decline may be lessened by HPERD 
• activities remains a heuristic question of great individual and social • 
importance. However, all HPERD and other interventions or postventions 
ultimately bow to death. Yet, evidence suggests that HPERD activities 
may serve to improve the meaning, perception, and quality of life to the 
tifhe of death (16, 18, ,19). 

B. Quality of life is inextricably linked to the quality 
^ and qiwntity of the aging nervous system. The cellular changes of the 
aging nervous system^oth influence behavior and are influenced by beha- 
vior.. For example, age-associated changes occur in the CNS in terms of 
quality of brain tissue, transmission of neurohormones., etc. The ANS 
which executes CNS'^processes through sympathetic and parasympathetic path- 
^ways also changes with age, e.g., structural changes in the hypothalamus, 
sympathetic and parasympathetic ganglia, and [ililjl^angl ionic nerve end- 
ings. Such changes may affect the individual's adaptive capabilities, 
homeostatic regulatory mechanisms, and vulnerability to pathology in old 
age, that is, functioning (23, 36, 46, 51). 

. 1. Clearly established is the tendency toward slowness 

of perceptual , motor,. and cognitive processes with increased age (33, 
35>24, 37, 40, 46, 54, 56). 

a. Decrease in reaction time (RT). 

b. Slowing of electroencephalogram (EEG) with 
fecial reference to alpha wave response. 

c. Decline in "fluid intelligence" (thought ;to re- 
flect neurological structure functioning) while "crystall i zed^intell i - 
gence" (influenced by cultural learning) increases with age but in smaller 

* 

N 

v. HO 



. increments during the later years. Significant intellectual decline be- 
gins at around age 70 years, but variation is 4|reat. Up to age 50 years 
there is little or no decrement in IQ performance in the use of infocma- 
tion and' skills already achieved.* Some decrement in IQ performance occjurs 
when tests are speeded (tim|d) or tap non-yerbal skills. Apparently, 
early intellectual ability, not chronological age, is thejjest predictor 
of the scope of ijitellectual change in old age. 

d. The conditioned reflexes of the cardiovascular 
system', respiration, galvanic skin response .(GSR) , and gastj-ic ^ecretion 

^ are produced moVe slowly in older persons and reach lower values. 

e. Certain sense modalities decline with age, e.g., 

vision, hearing, and taste. ^ ^ 

2. Sleep patterns change with age. Fewer hours of un- 
interrupted sleep are required. The proportion of REM and slow wave 

* stages of sleep is diminished (51,' 53). . 

3. fFhere is a general decline in physical fitness param- 

I 

eters such as strength (intensive work output but not light work output 
decreases with age) (2, 56), flexibility (2, 56), complex sensorimotor 
^ coordination (2, 56), and locomotor activity (43). 

■» 

LEARNING ACTIVITIES: 

Objective: To observe, and learn of. the psychological changes as- 
sociated with aging and old age. 

1. Visit a shopping center, park,' or any place where large numbers 
of people of varying ages congregate. 'Prepare a 4 x 7 Checklist of Be- 
haviors. Arbitrarily establish categories of age: 26-45 (adulthood), 
46-65 (middle age), 66-85 (old age), land beyond ,86 (old, old age). - Don't 
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worry if you are unable to accurately determine the individual's exact 
age since the purpose of this learning activity is to become awar?e of 
gross behavioral age (not aging) differences. Try to observe 10 pe^le 
in. each age category for a total of 40 people. Place the four age tate- 
gories horizontally on the top of your paper. ♦ 

On the left-hand border of your paper^list these seven observable 

r 

behaviors: 

K GAIT {record: quick, medium, slow, or shuffling). 

2. REACTION TO STIMULI, e.g., moving ta a.-green traffic light* stopping 
at a red traffic light (record: quicki medium, slow). 

3. VISION (record: evidence of difficulty in seeing or glasses, or no 
difficulty in seeing. or no glasses), 

4. HEARING (record: evidence of difficulty in hearing or. evidence of , 
a hearing aid,, or no hearing aid or difficulty in hearing). 

5. STRENGTH AND MUSCLE TONE .(record;* evidence of good muscle strength 
or tone in upper arms, or poor muscle strength or tone in ujjper arms) . 

6. ENDURANCE OR STAMINA {record:-itevidence of good endurance, e.g., no 
shortness of breach or gasping" after exercise, or evidence of poor en-- 
durance after exercise, e.g"^ shortness of breath or gasping). 

7. INTELLIGENCE (record: good ability to carry ofr conversation and un- 
derstand clearly expressed concepts, or poor ability to understand clearly 
expressed concepts or carry on conversation . 

A. In general, can you make any generalizations for the four 
different age categories of those you observed? What were they? Was your 
40-person sample special in any way? What is the danger in generalizing 
from your sample to ari_ people ages 26-45, 56-65, 66-85, and older than 
85 years? 
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B.^ Now look at each of the four age* categories. Discuss 
the variation within each of the. categories . Were there some people 65 
years and who did better^than some of the younger people in the 

various bel^^Wal cate^^ories? As an HPERD professional, what does this 
indicate to you in terms "of program development? 

2. Now let's try to gain an "understanding of behavioral changes 
associated with aging . You will have tD,use your imagination. Think 
of an older person you tTftyelW^ for many year^. It may even be your- 
self. Using the same Behavioraj^ Checklist and the same age categories, 

t 

recall how that person has changed over time. Have there been decre- 

t 

merital changes over time, generally? Have there been some changes down- 

" \ 

ward and some upward? 'What are the '^mpl i cations of your fine'-- 
HPERD course/program development? 

Xpncept IIj Advanced age 'in combination with poor health increases ^' 
the probability of maladaptation (25, 41, 53, 55). 

A. Most frequent psychiatric disorders among the aged are 
depression (usually /^isodic r*ther than chronic), followed by paranoia 
and'hypochrondriasTS . 

nonq the most frequent worries of older men and women 
were health "hassles," "loneliness, rejection, lack "of or quality of 
interpersonal relationships, finding a new mate, and sexual problems 

(42, 53),. Such worries ^r anxieties may contribute to poor health. 

* • »« 

B. As noted earlier, the incidence of suicide increases with 

• ■ ' • . • 
age. especial ly among males. If suicide is related to despair, hope- 
lessness, and absence of meaning to life among the aged, a role for 
HPERD is obvious: to develop theory and methods to relieve despair,' 
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depression, and hopelessness and at the same time provide a meaning to 
life and Tivi/ig (16). 

C. . Pfeiffar (53), Lowenthal (50), and others state that • 
the elderly need to rajjain function: physical activity, social contacts, - 
and^ntellectual and elnotional stimulation, Leviton arfd Santa Maria (19) 
de^OS^nd evaluate an HPERD program to meet the psycho-social ne^ds 
ofylB^lderly. Lev^iton (16) and Leviton and Santa Maria (19) also sug- 
gest that HP>ERD activities can serve as both means artd end to reducing 
the desire for premature death, e^g,, suicide, 

"D/ BodyNmage (how^ one perceives his/her body and Its capa- 
bilities to perform) changes with time and 'may affect the meaning gi ven 
life and, death. The "aged" compared to the "youthful" body is. little 
valued or desired in our society. Wrinkles, decreased mobility, loss of 
teeth, handicaps, and changes in tone and texture of muscle and skin all- 
may combined to remind the aging individual that he/she is repugnant. 
With that knowledge may come fears over diminished control over one's 
life (independence) and ability to survi-^ve. Is it no wonder that suicide 
and depression are related to age in our society (6, 27, 16, 24, 4, 3?^, 
26, 43, 50, 55)? 

E. Generally, older people accommodate themselves to physi- 
cal and health changes by a variety of coping techniques*. 

1. txpecta^ons change with age. The former varsity 
athlete should not expect to compete on that level in old age. 

2. Generally, .the older adult adapts well by compensating 
for decline in physical or psyc^hological capabilities. For example,' older 
a<iults will take more time on performance tasks such as IQ tests, driving" 
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a car, aiming, etc. The amputee or paraplegic generally compensates for 
loss of a limb or limbs by developing gra^tj,trength and abilities in 

'the functioning limbs. 

j 3. HPERD activities may enhance the compensatory process 

and outcome. 

LEARNING ACTIVITIES: . 

Objective: To understaj^itJtfid^^empathize with age-related dysfunction 

and mal adaptation. ' „ . ' 

1. In order to understand the psychological problems in adapting 
associated with hearing loss, stuff your ears with cotton and function 
for a 24-hour period. Report your'*emoti onal and cognitive reactions. 

2. Literally "hole" yourself in your room for a 48-hour (weekend) 
period.* You are to have no social contact except the superficial, that 

MS, during shopping, to obtain a newspaper, etc. You may use 'television 
or ratiio as you wish. In other words, become an involuntary social iso- 
late. Analyze, and report your emotional and cognitive states. 

3. Discuss the development of an HPERD program to rectify the above 
sources of stress. How did isolation affect your functioning? How did * 
you adapt? For how long could you endure isolation? What would be the 

• emotional /cognitive price? 

4. Look at pictures of yourself or your parents when they were "in 
the prime of life." What body chan§es have occurred? Do you wish your . 
body was different? What aspect of your bod^ would you change if you 
could? Why? Discuss the relationship* be tweerf body image change and per- 
ception of old age and aqsproaching death. ^ 
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Concept III: There is some evidence that HPERD activities and other 
types- of preventions, interventions, and postinventions can^have a posi- 
tive effect on some of the. iJ^sychqlogical characteristics of aging and 
old age. While no research has investigated the effect of HPERD activi- 
ties on improving the quality of dying, some clinical evidente suggests 
that. Indeed, this may be the case. 

A. Apparen-tly, specific training by older organisms can have 
an effect on specific functioning such As electroencephalogram (EEG) and • 
reaction time (RlU. Spirduso found older people showed less slowness of 
RT than inactive persons, younger or older. Murrell found practice im- 
proved RT. WoodrUfVdemonstrated that biofeedback could serve as a 
training mechanism enabling older adults to control EEG (alpha wave) 
'effects,. Retzlaff and Fontaine show^cj that old exercised rats showed 
histological staining characteristics of spinal motor Neurons similar to 



those of younger aniriials (IJSr^ee also li^2). \ 



Improvement in one body system may positively affect 
another. Studies indicate that vital capacity of lungs is related to 
sensory, motor/^nd cognitive processes. Jalavisto, Lindquist, and MaR- 
konen suggested that large vital capacity is rela.te^.to strong muscular 
effort and motivation. On the other hand, reduced vital capacity may 



be an indication of mild.hypoxia (oxygen deprivation) in the brain which, 
in turn, may be related to impaired neural function. The cause of such 
effects remains open to further investigation. The effect of less spe- 
cif ic .activi ties on CNS and ANS funct'loning such as. HPERD provides the 
older adult (e.g., creative movement-, gross mot^or and mi^cle activities, 
etc.) remains largely unknown, (35) . 

8(, 
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B. Generally, the best predictors of life satisfaction,- 
successful aiding, etc., are high socio-economic status (adequate income) 
.and perceived health. Other significant predictors often mentioned in 
the literature are activity (contrasted with immobility), quality and 
quantity of frtendships (compared to forced or undesired isolation),, 
and opportunity to'ienjoy sexual' activity when desired (4, 7, 8, 22, 26, 

53). , . ■ ; • 

C. HPERD activities have some significant positive effect 
on impro\aiig perceived healtji and sense of well-being, quality and quan- 
tity of friendships, etc. The duration and stability of those effects 
remain to b|| determined (16, 19). 

LEARNING ^ACTIVITIES; ' 

* Objective; To further empathize with the older person by experiencing^ 

•. • » ' * 

unwanted, imposed physical limitations, and note their effect on psycho- 

• • ' ■ " . . 

logical functioning* 

1., The objective of this learning activity is to learn to empathize 
with^olne of the physical " changes associated w.ith aging and their effect 
*on one's sense of wel 1-being . Youv/ill need a partner, a^blindfold. and- 
a rope (a clothesline will do) 'cut into a^o-foot length with the two 
\ ends tied ^nt.o a knot. This is your "hobble." Onaj)drtner is the "guide" • 
^ while the other^lays the older, adult (f AJ . Place theVope arourtd the 
OA'^ feet so that only. a shuffle is possible. Render the OA siightl^ss ' 
by placing the blindfold a«ound his/her eygs. Now the OA becomes depen- 
dent upon the help -of the guide. The taisk is to walk droun^l for lb min-, 
y utes. Go up stairs, down stairs, ♦and ijj and out of the residence, class^..-^ 
room, of office. After 16.minutesJ change roles. 
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A, Report your feelings, frust?i?ti^s, experiences both as 
OA and guide • Did you feel under stress? How? Whj^? 

B, Discusrs how you adapted to the loss of vision and re- 
striction upon locomotion and range, 

C. Discuss the importance of independence and its relevance 
to psychological health and integrity • 

D. . Discuss the importance of patience in working with the 
older adult. Why is it more important^to empathize rather than sympathize 
with the older adult? 

How might HPERD activities enhance the older person's 
sense of competency, independence, and adaptation? 

II J The stressors associated with old age. • 

Concept I: Aging itself may be v^wed as 4 complex of stressors^r 

adaptations to stress (19, 20, 21 , 23y 25, 29, 30, 31, 41 , 42, 48, 49). ^ 

A. Ultimately, the organism must capitulate to stress as ' 

it reaches the stage of "exhaustion" or death. On th^other hand, the 

aged person is part of a select ^population who l^as survived peers and , 

those who are younger. Thus, one could conclude that t\e aged person, by 

definition, has learned how to adapt to certain stressors associated with 

survival better than those of similar dr younger age who have died. The 

question then becomes. What are^some of the stressors which increase 

the probability of premature aging, death (mortality), or ijlness and 

-disease (morbidity)? I ^ ^ 
< ^ / \ 

1. The attitude of a society toward its older memfer^^ 

strongly influences the self-perception of the aged an.d the behavior 

younger members toward the aged (34, 41, 47, 50). 
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Negative attitudes toward the elderly may be stress- 
ful. Attitudes are culturally determined and may v/ry within and among 
cultures. Those societies which have the capacity/ for object relations 
and altruism seem to do better for the aged compamL-fetT'those wiio are 
egocentric and/or self-seeking. Thus Oriental societies generally revere 
andWrship their aged and their ancestors, while the Amassalik,- the . "* 
Thonga, and Fijians practice infanticide and ^w"tflt*f:ide (killing of^^ 
older members of a society) (47, 49). Such attitudes and practices seem 
to be independent of food supplies 'and other necessities of survival . 

..Humans think, perceive, feel, and act in the^context 
of shared expectations, that iV,. societal expectations. Thus if a society 
fails to value old age, ethnic minority groups, females, etc., then those 
persons may be expected to be under more stress than those y^ho fit within 
the idealized or desirable social role (47, 49). 

r 

B. Stress-related behavior may be predicted by age, sex,' 
ethnicity, -socio-economic status (SES), and personality. Yet the aged 
are^^not a homogeneous group. The aged are often more diverse than younger 

age cohorts (34). ' ' 

, -1. Sex-related 'stresses include tftlhigh probability 
that the female more so than the mate is widowed; single or formerly , 
^married female has a" significantly lower income than her male counter- 
part; females suffer greater depression and loneliness; and males com-^ 
pared to females suicide more frequently, hm/e fewer intimate friends, 
and- have shorter life expectancies. / 

ft 

2. Ethnicity-related stresses include non-whites having 
lowered life expectancies comp&red to whites (in 1960, average life 
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expectancies , for white Americans were approximately 68 years; 57 years 
for Mexican-Americans, and 65 year^for non-whites); increased probability 
of being poor and unhealthy compared to whites; Mexican-Americans and 
non-whi tes^tend^ perceive themselves as old at a younger cjjironolo^ical 
age than do whites. 

3. Low'economic status (poverty) is related, to a variety 
of forms of, physical and psychological illness, arj^ premature 'death. Low 
economic status accelerates the physical and psychological decremental 
changes associated witj<j aging. One could* say with grfat validity tnat 
poverty accelerlites the aging process (25, 42). . 

I. • ' 

4. Certain personality types apparently ^increase the 
probability of contracting coronary heart disease, cancer, et.c. (7, 12, 
42, 52)., ' . ' ^ ' 

LEARNING ACTII^IH^S; ^ 

Objective: To learn to think in analytical terms of how HPERD ac- 
tivities might ameliorate the stress of aging and ol^age. ' i 

K Develop a HPERD set of activities, course, .or program with the 
goal(s) of improving reactionHime, frien^hijp^, body image, self-conce|[)t, 
depression, confidence, or perceived he^ th^ori sense of well-beir^. 

2. Interview a group of older adul ts\rang\ng in age. Determijie 
the H^ERD activities most enjoyable for theii du/ing th^r twenties ar)d 
thirties^ Th^j^ determine their favorite HPERDL activi ties now. Distin- 
guish*bet>rffteiv what olde^ adults would like to do (idealized HPERD acti%^- 
ties) and what they*- a^ctually do ^(rsalized HPERD/ activi ties) . Then deter--% 
mine what social, psychological, or physical -mWical facttors prevent 
tliem from er\^agjng in. their idealized activities. \ 
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Ask these s^me people to discuss how changes in'HPERD activi 



\ ties and body image overtime Hhat is» how one perceives it+ie attractive- 
nesi of one's body and its capabi l\i ties to perform a varies o-f activi- 

• ti§s}> affected theii^^^ view of life, ag'ing, and death and ^) degree 

' ' * ■ '"* * . . " • v • ' 

and extent of depression. . ' ' ^ V^* 

^3. Considering points 1 *and 2 above^ conceptualize a developmental 

V* HPERD program Tor an individual from ages ,30 to 85; years. How would, the 

' ' activities te modified over time to meet the psychological needs of, the 

aging adul.t? •• - • r> ~- 

• > -« ■ \ • 

* ■ * ^ if * ' * " 'I 

Cohoept II: Wiih age comes the increased probability of those * 
stres.&e^ which falV under the domain of loss* separation* deprtvation* 
and unwanted da^nge (11, 12, 13, 16. 19, .21 , "30, .49) . ' 

, A. Such stresses may incl ude\ienopause , retirement, children 
moving' away fi:om home ("empty nest .syndrome") . types of death of sj^use 
.-and others, fijvpe and style of dying frf self, i^ness and surgery, change 
in appearanceK^ange. in activities, and. physical efficiency status (38, 

. 4or ■ • . . 

B.> Unexpected- or unpredicted itres^es are more difficu^^ 
the .older person to ei,dapt to than predictable, expected stresses-. 
E*xamples of the former are unexpected loss of employment, forced retire- 
ment, u/^^xpected or ^unwanted death of a mate, forced or unwanted move to 
,a new residence or nursing hgme, severq illness, surgery or amputation, 
los^of vision or hearing, loss of health, significant loss of income, 
unwanted changg^ in social role (e.g., "married" tb "widowed person") 
(11, 21, 42, 50^ 53). ' • 

>» C. A stress is a stress because it is perd^'ved in some way 

V as pqtenti ally harmful , threatening, dapaagtng, unple^ant, or overwhelming 
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to the individual's adaptive capacity* Whether a>stiniulus is perceived 
as stressful is related to th^ sacj^ context^as well as \he individu- 
al 's'^capacities to cope with stre^. "Capacity*' is determined by the 
pferson^s past experiences in dealing with loss and deprivation, percep- 
. tion of the event; intellectual \capability, personality (e.g.* copers vs 



nDn-co|iers^ sensitizers vs. repressers) » heal.th status, and educational 

level (12).^^ . ^ 

\ ^ 

D. As noted 'earl ier, the response toistress is a process 
and may be expected ik) .change, over time} The ideal goal for HPERD is 
t^ increase the prbbability^f healthy outcome over both the short and 
longVHaul., . * • * * 



LEARNING ACTIVfTIES: 

Objective: To assess the impact of cupyaflatl ve stressi&s on overall 



heal.th of og^self d«jd older adults. ' ' 

Holmes and his collea3ues/t9TH0) found that cumulative stresses 
gathered over a one-year pe/ipd significantly increase the prc(bability 
of pr^m&ture death or significant illiiess. Notice how nearl>/all of the 
stresses (life events) in the Holmes scale fall under the domain of loss 
separ^rtion, deprivation, or unwantec^hange. For example, the event' 
whifch they as the^ost distressing is death of a spouse , which is 
worjth 100 polt^ts. It is followed bx divorce (loss of a mate, social 
roles^ a,nd status)l Why deaths of one's child or pet are not listed 
remains unknow)u although it is expected they will be included in re^ 
vised scales. ) \ 

■ • / \ ' 

YjDur task iis to: 



\ Total over a one-yeay period your Social ReadjiiStment gating 
Scale score. If over 250 points have accumulated, have you suffered 
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deleterious or unhealthy^ physical or psychological effects? How did 
you' cope with the crisis or stress? 

2. Adnojnister the Holmes Scale to both older (say, over age 65 
years) persons and younger (say, below age 35 years) persons. Ask the 
same questions as in point 1. What have you learned? Did HPER[> activi- 

^^^^ ^ 

ties^ilay any part in helping them adSpt or cope? In your opinion could 
they have? rfow? i f 



{ . 

)fit) and ^elJ*gion-^5lffi^^^ 



,3. .Visit a proprjetary (for'profit) and relj*gion-\5iffilia'ted nursing 
home* What stresses are the clients under, would you say? Is one envi- 
ronment more stressful than thfe other? How would you improve, the environ^ 

"I 

ment so thatMt is less stressful, utilizing HPERD activi ties?\^ 

Concept III: HPERD and other activities may serve as preventive, 

interventi ve, and postventive modalities to increase the probability of 

an ultimatefy healthy outcome {19, 35, 5, 1), 

• . A* Preventive intervention is analogous to HPERD and other 

educational efforts and is concerned with forewarning and preparing the 

individual to be bett^c able to cope with stress in the future (16, 17, 18) 

r > 

HPERD education should be developmental and lifelong. 



2. An example is death education where one^goal is to 
prepare the individual to deal with the consequences of death of ia be- 
loved other, that is, the stress outcome of grief and bereavement. An- 

* 

other goal i^^4^ educate the individual so that when serit)usly or termi- 
nally ill, control of the situation may be maintained as tong as possible. 

3. Other examples are preparing for retirement, widow- 
hood, children leaving home, change i.n income status, physical efficiency. 



etc. 
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UFE SCO^E 

HOLMES SCALE 



Su can detect a danQerdus secjuence ot stress- 
ful events 'through the Holmes Schedule ol Re- 
cent Experiences. The number asslgned^o e<!3ch 
event is a measure o! the stress it places on you. 
Note that many of events should be happy 
ones — but change itself may be stressful. eVi&n If 
the change is for the better. 

Dr. Holmes* research Indicated that 80 percent 
of persons with scores greater than 300 sufferi^d , 
a serious illness within twQ.yeq^.i=;lftyjttiiee'p©t-% 
centof persori$;Wltj3e«e0|i^ be^ 3S)0, * 



and'33 percent of those with scores between 150 
and 200. suffered similar illnesses. The ability of 
the Holmes Scale to predict serious illness dem- 
onstrates that unusual stress may be as much a 
risk to your health as high blood pressure. None 
of us can entirely ovoid stressful situations, but h\ 
recognizing^ the Importance, of these changes 
by trying to mpke them slowl'? tmd car^tuU^ 

• wWenaver, possible, we will be able to deal witt 

' tJiem more ^tf^ctlvedy. 





> 












* j3>0<5kjeach:item \\}a\ occurred In your life In the last 
/ /v'yecir; ^WrS^^Ihe given numerical value for each 


22) 


fj 


29 








\ ^ y cft*^k0^lem to the left ol the Item. Add to obtain your 


23) 


r 1 


29 


lotal Holmes Score. 


1 


24) 




29 










25) 


□ 




1] 


n 


100 . 


Death ot spouse 








2] 


n 


73 - . , 


Divorce 


26)' 


(.1 


26 


31 


f.i 


65 


Marital separation 


27) 


n 


26 


4] 


n 


^63 


Jail term 


23)^ 




25 


5] 




f ^ . 


#eaf h of close family member 


29^ 


\ 


24 








. (except spouse) V 






6] 




53 . .. 


Major personal Injury or Illness / 


30) 


EJ 


2) 


7) 




50 


Menage 


31) 


r I 


20 


9) 




47 


Fired at work 








^) 


[1 


45 .... 


Marital reconciliation 


32) 


r:i 


20 


10) 


a 


45 ... 


Retirement tf. 


33) 


L.J ' 


20 


A in 


{ I 




Change In health oHcbriilY 
> member (not sejJ) ^ . " 


34) 


D 


19 








35) 




19 


12) 


□ 


40.. r ..... 


fYegnancy ' ^ 


36) 


n 


18 


13) 


□ 


39 . 


Sex dllf Iculttes 


37) 


[ i 


17 


14) 


□ 


3P 


Gain ot new tamlly member 








^15) 


n 


39 


Buslpess readjustment 


38) 


n 


16 


16) 


( 1 


38 


Change In tlnanclal state 


39) 


f 1* 


15 


17) 


r ) 


37 


Death ot close triend 








19) 


LJ 


36 . 


Change to different occupation 


40) 


fj 


13" 




0U 


35 


Change In ^uimber of argument^ 


41) 


n 


13 








with spouse 


42) 


f 1 


12 


20) 


Vj 


31 


Talcing on mortgage over 
$10,000 ^ 


43) 


r.J 




21) 


{ 1 


30 


Foreclosure of modj^o^e or loan 


Holmes Scale 



Change In responsiblHyej| * 
work * • ^4^*^ 

Son or dau^|^ter .leavlnijh<^pe 
Trouble with In-laws \ . ^ 
Outstanding persQn^i • * 
achievement ' .^'^ 



SpoifS' 
Begin 
Chan 
CTang 
pr fa 
Trouble vl^ 
Change In 



iglns dj^ sipfps wor*'' 
\d*schpol^ . " ' 
living. con difioti5^ * « 
personal ilfldblts)^lt # i*V 

I boss - ^ 
irk»hQUiB or 



condttfUlhs 
Cl;iango intesldenc© 
Change ifi strhoolS 
Chang0 in recreation ^ 
Change in 6'hurch acffvlties 
Change In social activities • * 
Talcing on mortgage or loan Jiess 

than $10,000 
Change in sleeping hatro^ 
Change In r^imber of family 

get togethe'rs 
daq^gopln eating habits 
Vabatlon y 
Christmas / 
Minor violations of the Ig 



1^ 



Original Source Thomas H Holmes. MD. "Social Readjustment Rating Scale.* lournaljof Psychosomatic 
Research. 1967. Vol il. pp 213 218 Elrnsiord. N Y. Pergamon Press. Inc ' 
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How long will you live? 



CancM ol tli« Breast (wooa^n only) 

If your mother or a sister has had cancer 

ol the breast, score 
Qlcracoma 

I!-Ji«SdX^hgiy? P parentr gran^iparent. 
bfolhSr. si/ter, uncle or aunt with 
glaucoma, score 

.11 you have a parenrt.^gn 
, brother, sister^ncle or aunt 
score 

AnJcrloslml^Fpndf litis (a typ* ol oi- 
thittts) / 

It- you TKqve.a parent "grandparont- 

• brother sister, uncle or aunt' wllh On- 

* kylosing spondylitis, scqre 



MUCH SHOULD TOU WKIQH 



(In Indoor dotlilng. Including iliottft) 




[fh'gout 



•I 



M 



Famllf Htstorr Total 



I 

n 

m 

IV 

V 



pjabits. ^ • 
ImsaunitT 

Pononal Hlstoty ^ 
Family Htstorr ^ 
TOTAL 

Now Add 

To Obtcdn.Toux LiloScoro 



rtory^ti 



Height 




Small 


Medium 


Large 


• (with I Inch 




Frame 


Frame 


Frame 


heels) ' 










f*^ Foet 


Inches 








" ' r 


2 


112120 


iia«i2v 


126-141 




3 


115^123 


12M33 


129-144 


5 


-4 


lia-126 


124-136 


132'14d 


5 


5 


121- 129 


127- 139 


135-152 


* - 5 


6 - 


124-133 ' 


130- 14^ 


138-156 


- * 5 


7 


I2d-137 


134.147 


142-164 


5 


d 


' 132-141 


133-152 


f47-i66 


5 


. 9 


136-145 


' 142-156 


15M70 


5 


10 


140-150 


146-160 


155-174 


5 


11 


144 154 


15ai66 


159.179 


6 


0 


145-158 


154-'l70 


164' 184 


6 


I 


152-162 


■!5a-17^* 


f68-l89 


6 


2 


156- 167 


162-180 


173 194 


6 


3 


160-171 


167-485 


178-199 


6 


4 


164.175 


172.190 


182-204 



200 



Be sure to get the plus anci'Sninus signs right so that you 
add or subtract correctly. 

IJJeScore ot 200 Is about average A UteScw© abov^ 
210 Indicates a po^tlve lUe-style. which gives you an 
excellent chance of enjoying health beyond the over- 
age lUe expectancy ol 69 yearn lor men and 77 years 
for women A LileScore below 185 means your chance 
ol a healthy future is clearly decreased. 11 your Ule- 
Score is below 1^70. consider yqur life to be In danger 
Below 1 50. make*out a wfll and get your affairs In order 
* To determine how long you're going to live, make 
these simple calculations For men. the formula Is 



200 y 70 years 



UfeScore 



Life Expectancy 



For/r 



omen 



- 200 ^ 75 years 
Life Score Ufe Expectancy 



"UfeScore" is taken irom UfePlatXior Yoi^ Health by Dr 
Donald M Vlckery. president of the Center for C6n- ' 
sumer Health Education. Inc Dr Vickery is co-author ol 
Take Care of Yourself, a special edlHon of which is 
distributed by Blue Cross and Blue Shield plans ^ 



Woxn«n bt Ag«i 25 Qnd O-wji^ 
(In indoot clothlitg. including «ho««) 



Height 

f with Finrh 

heels) 



SmaU 
Frnmo 



Medium 
^time 



Large 
FramTa 



Feet • 


inches 






104 11^ 


4 


lOff 


92 98 


96 107 


4 


. 11 


94 101 


98-110 


106-122 


5 


0 


96 104 


101 113 


109125 


5 


1 


99 107 


104 1K6 


1 12 lf8 


5 


2 


102 110 


107 \\9 


115-131 


«^5 . 


3 


1 13 


110 122 


U8 134 


5 


• 4 


lOLll'A 


n 3 1*^6 


12M38 


5 , 


5 


lit 119 


I 16 130 


125 142 


'5 


6 


1 14 123 


120 135 


129 146 




A 7 


118' 127 


124 139 


H33 150 




• 8 


122 131 


128 143 


137 164 


4 


9 


126 135 


132 147 


141 158 




10 


130 140 


136 151 


145 163 


5 


U 


■ 134.444 


140 1%; 


149- 168 


6 


0 


138 148 


144 15V 


15^ 173 



For girls l>etween 1 8 and 25 subtract 1 pound fox eac"h year 
undAr 25 
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4. *The lempathetic teacher/programer knows that stresses 

are interwoven and interact with one^nothe^/ F'or^^xample, hearing loss 

f ^ . » 

is related to decreasect ability to understand speech, which may be related 
* \ ' . ^ . ' ' > 

^ to depression, withdrawal, bursts of anger, and rigid behavior • . Pfeiffe 

^ (53) reports^that rigidity in older 0et)p1e is often a coping behavior. 

Th^tj's,- the individual res^nds to a stimulus in rigid behavior^ p^atterRs • 



because they have ,pro\fen themselves reliable. Ihljs an individual may in- 
sist in driving a certain route, at a certain speed, at only certain^ times 
because the pattern|ha5^ been shown to be^less threatening (fewer cars 
on the road); that is, the pattern .has' demonstrate?^ its siJrvival value* 
\ * B. Intervention is analogous to HPERB and ather types of 

coigisel ifig an^d* is concerned with helping the individual adapt or cope ^ 
with Stfess ^here^nd now (14," 19, 28). * . 

; * * 1. For example, the HPERD specialist rilay serve as • 

friend-counseJor wheji tN'^volder adult '^^eceives "bad nevfs." 
* * ^ * * * 

2. Early detection^j&f yision^<ii§order^\,such as glaucoma 
^ • ^ ^ if 

or retinopathy can l^ad |fe^iJit^ention. Glass&s may be prescribed and 




illumination increased to* help visual performance. However, glare can 
*serve to impede vision ^ that the two factors j^j 1 1 umlftCTS'tty and glarje) 
'^•^ have to be- accounted J'of in -the intervention" process. Similarly, hearing 
i loss may be corrected through prescription of a hear4^g aid,' correct! ve 
surgery, etc. (39, 4^). ^ . , 

3. .^ften fhe HPERD environment' interveries to reduce 
.depressipn by tjie very nature of providing joyful activi/ty, friendships, 
etc. Too often overlooked is the ifieed-to follow througf wi th\epressed 
■ .or otherwiye distressed older a<ij^ t|. after the officia^l class o-'prDgram 



89 

ends. The value of HPERD activities as intervention may be enhanced by 
subsequent telephone calls, social yisits (including going to a restau- 
rant for lunch or dinner),, and otherwise keeping in touch. Establishing 
a telephone network among the older persons themselves is .often helpful 

♦ • 

(19, 1). 

Remember that the cause (s) of the stress response is 
often complex. Thus the HPERD phofessional may find it helpful to work 
hand-in-hand with the older person -ind his/her physician, c|inical psy- 
chologist, social worker, etc. ' \__ 

C. Postvention is analogous to HPERD and other reli^bili- 
tative "treatment." It serves to ameliorate the crisis or stress after 

the' fact (1, 19). • 

1. For example, many people are referred to recreation, 
dance therapy, and other HPERD programs for post-surgery rehabilitation; 
to regain control of one's body and improve morale as a result of Parkin- 
son's disease, cerebral palsy, scleroderma, cancer; andA)r to find mean- 
ing to life after the. death of a significant other person (e.g., the 
newly widowed) . 

2. HPERD activity may be aSu^r^hwhile end .in itself 
and may serve as means to an end . Concerning the lattert HPERD activi- 
•ties may serve as a means to developing friendships, counseling, learning 
of. legitimizing, and providia^^respect for an older person ' s .pa^t life 
via the "life review," etc. Often HPERD activities are an end in them- 
selves in that they are joyous, fun, and bring relaxation, pleasure, and 

I a sense of well-being (19). 



\ 

\ 
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LEARNING ACTIVITIE.S: 

Objective: To learn to int«gra^e HPERD^courses/activities to meet 
the stress and other psychological needs of the older person.- 

K Analyze how you and your friendt cope with cV^isis or stress. 
What preventive interventions (educational), interverttive (formal and 
infonnal counsel ing) ^ and post^enti ve (after the event rehabilitation) 
courses, therapies, interactions were helpful?- Why were they helpful? 
HowMmportant was (1) the passing of time, (2) activity (doing something), 
(3) social support or friendship, and (4) new insights or knowledge? 

2* Discuss how HPERD activities might be used as a means of crisis 
intervention. Discuss the HPERD environment as a'^ani to (1) listening 
Ijp prbbl^ems and (2) providing valid and reliable alternatives to reso^lv- 
ing a crisis or stress. 

3. Develop a referral network of gerontologically oriented psy- 
chiatrists, other physicians, social workers, and those knowledgeable 
about available gerontological services within the conHntjnity. 

4. Role play the situation where a 65-year-old person becomes 
severely depressed as a result of forced retirement, the likelihood of 
moving to a less expensive dwelling due to a decline in income, a diag- 
nosis of hearing dysfunction (presbycusis), and vision loss due to de- 
veloping cataracts. As an HPtRD p-rofessional , how would you help your 
friend/client deal with this complex of problems? Would or could HPERf) 
activities serve as part of the intervention/postvention? How? * 

5. A 70-year-old person is severely depressed because of recent 
triple-bypass cardiac surgery. Develop an HPERD program which would 

meet his/her postventive physical and psychological needs. Keep in mind ^ 
the concept of individualized, systematic pr ogr aming . 
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MODULE 4: THE NEWEST FRONTIER FOR HPERD: DEATH 
AND 'DEATH-RELATED BEHAVIOR 



• INTRODUCTIOJ^^ 
"HPERD programs have generally been dverlookecS as helpful therapeutic 



modalities for the^dying person'ahd familif^, the bereaved, and suicidal. 
There have been and still are exceptions to the rule. Recreation thera- 
pists, physi.cal and dccupational therapists, and to a lesser ^degree, move-^ 
ment and dance specialists have worked with 'the seriously ill and dying 

r 

4 

person. 

t One reason for this avoidance behavior may be that catastrophic ill- 

ness, dying, and death remind us that we must all die. More important is 

» t 

the -knowledge that "I" must die. Implement the healthiest regimen includ- 
ing good nutrition, exercise, peace of mind, moderation in-all things, 
and still we must die. A difficult lesson for HPERD professionals is to 
acknowledge- that the ^oal in working with the aged, the sick, 'and dying 
may not be improvement or even maintenance of health or physical efficiency 
status, but rather enjoyment of remaining moments of life. Too »ften we 
revert tb magical, stereotypical thinking of the robust aged person jogging 
on forever with a, bright smfle, taut of skin^and firm of flesh— a sort of 
itric Superman or Wonder Woman. It does not work that way. 

tihe other hand, health education was among the-fir^ academic 
disciplines to include formal death education in its currj'is^lum at the 
college level. At educational-scientific meetings of the Forum for Death 




ERIC 



96 

Edupation ^nd Counseling* an increasing number of HPERD- professionals and 
students are participating. Thus, HPERD is slowly coming to recognize'^ 
the possibility of making a major contribution to improving the quality 
of life for the dying person and his/her family as well as serving to help 
the bereaved adapt to that most profoui^j^ of all stressor&^^eath of she- 
loved person or pet. 

From the HPERD perspective this unit mi^ht have been entitled Death 
and Dying: Before » During > and After . The "before" refers to educating 
before the event of death of significant others or self. It is analogous 
to the preventive intervention phase of our model. Operationally, it 
refers to formal and informal death education. 

The "during" refers to interventiqn in our model. It is highly 
recommended that HPERD activities and education may be useful to the dy- 
ing person and his/her family in the l^ere and now. The goal in working 
with the dyl^^person is to help that person die well or healthily (11) 
or to use Weisman's terminology, "appropriately" (27), ^ The concept recog- 
nizes that the dying- are living" until dead. The dying person possesses 
the needs of the living as well as needs unique to his/her terminal ity 
(for example, sense of futurity is limited, time is of the essence, and 
fears concerned with suffering, inability to tie loose ends together, 
future of survivofs, afterlife, etc.). The concept also recognizes that 



*The Forum for Death Education and Counseling, P.O. Box 1226, Arlington, 
Va. 22210, is the educational-professional-scientific organization de- 
voted to upgrading the quality, of death education and counseling. It is 
national in scope with regional \:hapters, conducts national and regional 
training workshops and conferences, publishes a newsletter, sponsors the 
journal Omega , provides discounts to others, and welcomes HPERD students 
and professionals as members. 
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people are complex and individualistic, that is, people live and die 

» uniquely. , 

Wter" refers to postvention and is concerned with education and 
counseling for the bereaved and the suicide attempter. The goal with 
both is to help the individual (1) fi/id valid and sustaining meaning to 
life and (2) reconstitute himself or herself so as to eventually re- 
engage with society, develop social relationships, etc. 

The implications of the study of death (thanatology) go beyond ser- ..-^ 
vice to the dying, bereaved, and suici.dal . Death may serve as a stimulus 
. to improve the quality of civilized life (11, 14, 15). For if we are 
'dying prematurely, before reaching humankind's allotted 110 years, due to 
man-made causes such as wars, pogroms, holocausts, s^ry^tion, pollution, 
etc,-, then, perhaps, confrontation with death might do muctA-tp improve 
' the quality of civilized life. If humankind can come- to realize that 
it is ourselves and our children who can -starve or 4l<i4jTapalmed, and not 
only the amorphous child of an amorphous enemy, then, perhaps, concerted " 
wbrldwide civilizing efforts may be sustained. 

Considering the concern for individual and social health and well-, 
being ingrained within t^e fabric of HPERD, the death-ralated palliative 
roles reconmended would seemingly be a major contribution toward improv-.^ 
ing the quality of civilized living and dying. 

This module will focus on the following major themes: 

1. Death is more than merely a biological event. It has psycho- 
logical, social, and .other implications for health ahd well-being of in- 
dividual and community (13). 

2, There is an increasing body of knowl^ge concerning death-relate*d 

X behavior. 
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3. Appropriate death edacation , ^interventi^)!!, and postvention may 

« 

serve to mediate the stress of death and dying. 
. ■ ' ■ . 

The learning activities are designed to help the reader to translate 

each concept into HPERD course/activity development. 

OBJECTIVES OF THE MODULE r 

On the completion of this module, the HPERD professional should be 
able to: . 

K Understand and discuss the broad implications of death for human 
behavior as well as the specific death concerns of older people. 

2. Understand the role of HPERD course/programs as means to improv- 

ing the quality of life for the dying, suicidal, and b«^eaved persons. 

*%> 

3. List selected resourc'es in the field of thanatology (study of 

\ 
K 

death). 

4. Modify existing or develop new HPERD course/programs, taking 
into consideration the death-related behavior and- concerns of older 
persons. 

I. The broad, catholic, pervasive meaning of death for- human experience. 

**- < # 

Concept I: Dearth is more than merely a biological event: It hers 
psychological, social,- arid other implications for individual and com- 
munity health and well-being (3); 

^ A. Denial of the possibility of one*s own death may be a 
factor which contributes to war as an acceptable means of conflict reso- 
lution, man-made starvation, pogroms, holocausts, environmental insults, 
etc. While average life expectancy is increasing, peojlfte are $till dy- 
ing prematurely due to man-^ade causes (15). 
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B. The theme of death is ingrained in such phenomena as 
child abuse, wife abuse, abuse and avoidance of the aged, and terminally 
ill (dying-) and aged (IJ)." 

C. Death" and other forms of -loss are often the 'cause of or 
contribute to depression, homicidal and suicidal behavior, onset of can- 
cer, coronary heart disease, kidney disease, compulsive behavior, schizo- 
phrenia, etc. (5, 6, 23). ^ • 

D. Fear of death is complex. On the one hand, it m^ySn- . 
hibit enjoyment of life and exacerbate the dying process. On the other 
hand, fear of d^th has survival value for individuals and species. It 
server to preserve the species while avoiding deadly situations. Fear 

of death is' multidimensional and includes fear of death of self, dying 
of self, death of beloved others, dying of beloved others, the 'dead, 

etc. . • * 

■ . Some- specific outcomes of fear of death of self and be- 

loved others include fear of the unknown, afterlife, and eternal punisb- 
ment; concerns over well-being of survivors; leaving unfinished tasks ^ 
and projects; and dying "off-time;'- (either too soon or too late) (7^ 8). 

1. Some specific outcomes of fear of dying of self ^ 
include fear of suffering, isolation, having lived a meaningful life 
(including not being remembered by future generations), being a burden 
to others, loss of control of one's destiny andlife, etc. 

2. Some specific outcomes of fear of dyin ci' of beloved 
others include profound sense of loss and void, concerns »over survival 
capabilities of self and family, reminder of o/ie's own limited mortality 
and of-^ihe inability to control the time and cajuse of death, etc. (8). 
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£• Contemplating and/or experiencing death of others is 
associated with human growth, creativity, and genius. Death may serve 
as a stimulus to either growth and actualization or despair, inability 
to enjoy, and sui^de (14). 

f 

LEARNING ACTIVITIES: 

Objective: To understand the ubiquitous, pervasive quality of . ' 
death. * 

1. Obtain newspapers for one week. Cut out all articles, comics, 
editorials, and other "re%rences to death in the newspaper.' What do yoii 
have left? Hold the newspaper up. What does this tell you?, 

2. Interview older and younger people. Using the death-related 
fears mentioned in the module, determine the specific fears of the two 
groups. ^ Include "fear of old age" In your suryey. How do the two age 
groups differ? 

What are your owiH dea]th- related fears? Are there ather fears that 
take priority over fears concerning death? For example, these can l?e 
fears over disfigurement and mutilation^ being unsuccessful in one's 
work, intimate relationships, objects and situations such as snakes, 
high^buildings, etc.^ 



Concept II: Dying and death are generally considered the most ^ 
profound stressors, within the human experience (4, 6). 

A. Dying is a biological and psycho-social process which 
usually terminates in permanent cessation of functioning, that is, death, 
The biopsychosocial processes mSy be predicted subject to wide human 
variation. Under certain circumstances, and with proper and urgent 
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inter>{entioni the biological process of dying may be .reversed. ' There 
comes h time irl'the^dying process, however, when tnteryentictn techniques 
are useless (20). Death,- by definition,. cannot be reversed. Thftt is,, 
if one of the characteristics of death is permanent^ cessation and ir- 
reversibility of whole tfcgin or total syfteifls functisning, then "de^d 
men tell no tales." There are manym6dels of psychp-s^cial dying ratjging 
frora;the early^Woric of - Kubler-Ross (9) to Wei'sman (27) and others (10a,). 
* ; " ' B. -.Prognosis of surgery.-or serious and mild illness may be 
perceived in such a way as to contribute- to premature, inexplicable- death 

(27).. ' ' . ■ - ' 
- 'SotoG-t^ople -^e '.'.batter.'^ .Xr&adj,..:'aj)^ropriatel^^^^^^^ th- 

ily.'L "easier") than others. Factors mediating 'the styl.e <ff dying include 
personality, quality of social support,, degree of satisfattion wfth life 
"up to that point, personal eschTtXiJogy, sen|e of control of one'.s dying 
(e.g. , treatment, location, counter-cpntrol , etc.)*(2, 3, 4, 27). 

D. Suffering the death of a beloved or "valued person or 
pet increases the probability of vulnerability to morbidity and mor- 
tality (5, 6, 23). The individual suffering the death of a beloved 
other goes through a grief process which is time consuming.', painful, 
and also varies between individuals. The grief process and outcome are 
mediated by age, sex, previous health status, degree~of social role ^ 
change, quality of social support, quality of interaction with the dy- • 
ing person prior to death ("anticipatory grief"), perception of social 
ecenomic status, etc. (5, 6, 23). Grief )ias psychological and somatic 
manifestations (4, 5, 18, 23), Grieving is seen a? an- adaptive process 
of the injMvidual to prdfound loss. It-)may occur imme^fta.t^ly following 




' deaib. ](t,may be delayed, or it may occjir before the death {"antici- 
patory grief."K It may be'pr:o}t)nged, that is, undiminished .in its in- 
^tensity, pifter^he passirtg of yeeirs. Usually grief is a lifelong process, 
I^.Us i^syeholbgical effects arfe genarally pronounced during the first 
month /\decrease-durfng ^he pext six months, but still remain signgfj 




cant during the-next two yedrs, . Flareups of the grief S-yndromd may be. 

expected duHng iignificaot^ dates , e^g.,^ holidays, anniversaries, etc» 

* * '■ > ~ ^. • ' • ^ 

! ' 'Grief has describ^ble and ^predictable behavioral symp- 

\ ^' . ' y ' . ^ 

"torh^. such, ^is shock and denial, anguish, pa1n*and despair* yearning and 
(Search ing,c-audi to ry .and visuaV hal luci nations of , the dead person, feel- 

.-.fiJig'S. fif .-.guil±..and. a^ GLiven.time, the heal4-ng 

process etolves, and the individual, hopefully, psychologically lets 
go- his/her ties to the dead and re-engages wi th the world of the living. 

E. Evidence exists that stress has cumulative effect. 

-^That is, suffering Tniiltiple deaths of si grtificanT others over a short 



j^eriod of time {^ay three-year period) increases the probability of mor- 
bidity and mortality (4, 6). However, the role of age, socio-economic 
status, ethnicity, etc., as'main or interactive effects upon health 
outcome remains .undetermined. , 

*. F. cl^lder^ people tend genially to be less anxious or fear- 
ful but more concerned with death. * They talk of it, scan the obituary 
colClmn, attend funerals, and plan for its eventuality more so than 
younger people (8) . 

G. Suicide increases with age, particularly ^mong white 
males so that even though persons over the age of 65 make up 9 percent 
of the population, they account for approximately 25 percent of all sui- 
cides. The profile of the white, aged suicider (which must be viewed 
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with allowance for variation) often includes the following characterise, 
tics (19, 22): Over. age 55, seldom attended church or synagogue, was 
not visited by friends or relative's at least once a week, was expgri- - 
encing chronic sleeping problems during the year before his death, had ^ 
a strong reliance upon drugs such a£ alcohol, and may have had a rela- 
tive or personal problem with an emotional or. mental illness. Note 
that^'these characteristics are meant to be descriptive, rather than 

'predictive. • . 

■ . .1. Psychologically, suicidal behavior among the el- 

derly is often associated with sense of despair, hopelessness, and dimi- 
nutioo of meaning to life. It is also"^associated with poor health, aV • 
cohol dependence, and inadequate or unsatisfactory human relationships 
(13, 22). Thus suicide may be viewed as a stress reaction to- both psy- 
chological and social stressors. Suicide is one way, of coping with a 
set of problems. Death and suicide are the ultimate adaptation processes 
par excellence . Once one dies, regardless of how, he/she no longer has 
problems to resolve. Death may be perceived as providi/ig the only 
stress-free" state to the distraught individual. 

2. Suicide may be prevented to some degree by means 

t 

of education, counseling, and other interventive and. rehabilitative 
methods. The degree that HPERD courses/programs may be helpful in this' 
regard remains to be tested, although there is some evidence that the 
hypothesis is worthy of exploration (16). 

LEARNING ACTIVITIES: . • 

Objective: To understand deaih-related phenomena as both stressor 

and stress response. 
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!• Discuss the meaning of the idiom ^* dying of ^ broken heart." 

♦ 

Under what circumstances might death of a beloved other cause- the pre- 

9 * 

mature death of survivors? 

2. Think through the deat+i of the person extremely close to you. ' 

^ ■ 1 

V 

What were your feelings? What wcJuld you. do in the event of that per- 
son's dying and death? " • . 

3. Fill, out your own death certificate (enclosed). How long did ^ 
i4^take you to bejin and how long to complete the task? What was the 
most' difficult part? How did you feel?- Did you feel distressed? 

4. Consider in the same way that you' are to undergo amputation of 

ln"^drgan,' ah'o^Kef'To TKIYir ttTf dagh'r"Over — 

time, how you would adapt. Would you feel suicidal at any time? 

5. Consider the phild^sophical question* "Why have you not' suici did? 
What does your response have to say about your priorities and values? 

6. Develop a death education course for older adults<^ 

7-. Discuss how HPERD programs might be designed to serve the older 
dyin^person and family, the older recently widowed person, and the older 
person who is grieving someone other than his/jier mate. 

II. The study of death (thanatology) . 

Concept I: The subject matter or* knowledge base of thanatology has 
been growing since 1956 wh^n Herman FeifeVs The Meaning of Death was 
published (3). The . thanatological movement gained significant impetus 
with the publication of Elizabeth Kubler-Ross* On Death and Dying (9). 
Today textbooks in death education and specific death-related areas 
abound (e.g., 1, 3a, 7, 8, 24, 26)* 
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A* Some journals specifically devoted to the topic of 
death include Omega > Journal of Thanatology , Suicide ^ Essence , and Death 
Education ^ ^ Research, clinical^ and other articles are regularly indexed 
in Index Medicus , Psychol ogical Abstracts , Abstracts for Social Workers , 
Biological Abstracts , Excerpta Medica , etc. 

B*^ The FoLrum for Death Education and Counseling is a non- 
profit organization devoted to the ideal of upgrading the quality of 
d^ath education and counseling (see Introduction \o this module). Other 
national organizations with either broad or specific pfirposes include 
The Foundation of Thanatology , The International Work Group on Death and 
Dying , an d The American Association of ^S^^^^^ 

e. "Self-help groups exist for specific purposes such as' 

Make Today Count (for cancer patients and their families), Widow to Widow 
Programs , The Candl^lighters (for rents of dying children), memorial 
soci6tie§ (provide inexpensive and dignified funerals), local Os tomy As- 
sociations (consult the telephone book or local health or mental health 
agency for addresses, or* write to The Forum ) . 

D. HPERD, with special reference to health education, has 
always been receptive and supportive to the death education movement. 

* 

' . E. Older adults pegularly enroll -in formal college level 

death Education cour«tes and programs which encourage discussion and learn- 
ing of death. 

LEARNING ACTIVITIES: 

Objective: To become knowledgeable of the thanatological resources 
available to HPERD students and professionals. 
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1. Visit your local library and review the books listed in the 
card catalogue under the headings of death, dying, grief, bereavement, 
terminal illness; hospice* suicide, euthanasia, bioethics, etc. Review 
a random sample of those books. How many are based on experimental and 

\ clinical data? Which are based upon logic? Which are* thoughtful expo- 
- sitions? What does this say of the field of thanatology? 

2. Review the various journals. devoted 'Specifically to the topic 

of death. t)o any of the articles .stimulate ideas concerning courses/ 
programs salient to HPERD? 

3. • If possible, visit one of the organizations or associations 

^■^"""^""^^^hKrO instructors make a contribution toward achieving. the mission of'the 
particular association? 

Ill/ PfeparSng for? counseling during, and rehabilitating after death. 

Concept I: Death may be studied as an.y other human behavior may 
be studied. Thus death, in a sense, may be prepared for but nonetheless - 
tends td catch 'us"' by^ surprise. 

a' Death education was born in the United StatesN^ring the 
1960$. aM the number of death education courses has proliferated throiigh- 
oat the United States, especially on the college anti university level 
' (10, 12). Older persons atten.d such courses both in the regular univer- 
'silty classroom and tKrt)ugh continuing education offerings. 
• V B. The goals of death education may be specific (e.g. , 

learning how to plan one's will and funeral; learning to conmunicate and 
plan toward personal death, etc.) or global (e.g., study of death as a 
means to prevent war and other man-made forms of death) (12). 
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LEARNING ACTIVITIES: 

Objective: To itimuUte toward planning one's own death. . 

1. Survey neighboring colleges aftd universities to assess the 
quantity and quality of death education ^courses offered. Request their 
course outlines. What are the course objectives, texts, and experien- 
tial exercises (field 'trips)? How might such courses) help you or an- 
other alder person prepare for death of self or beloved other? 

2. Write your own^ will. What were your feelings? Why h£id this 
not been done 'earlier? • 

3. ^ Write down and discuss with the person or persons closest to 

^^^.^f.^ — ^— — ^ ~« 

you tne ci rcu^nstances under which you would like to d\ie_Jl_£lie_j««e_musl^ 

Where would you like to die (home, hospital, hospice, nursing home) and 

with whom in attendance (no one, friends, very intimate family or friends)? 

W 

Woul<4 you: wish to experience your own dying, or would you wish to die in 

\, • " 

your sleep or in a drugged, somnabulent state? Under what conditions 
would you wish to be kept alive by so-called heroic, life-saving methods ^ 
(respirator, intravenous feeding, chemotherapy, etc.) even though death 
was imminent? What factors ^would lead to an "appropriate," "good," or 
"healthy" death compared to a "terrifying," "miserable." or "unhealthy" 
death for you? Ask the ^ame question of ol^r and younger people. How 
do they differ? 

Concept II: Research suggests thBt counseling and other interven- 
tions can contribute to the "appropriate dying" of, the individual.. (2, 7, 
9, 27). 

A. .If the dying are living until dead, then a reasonable 
heuristic and humanistic question Is, What are the circumstances that 
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make remaining moments and days of life meaningful? Gerontological re- 
search investigating the predictors of life satisfaction provides in- 
sights for HPERD. Generally, such studies indicate that activity, per- 
ceived health, social interaction with friends, and socio-economic status 
(S£S~) predict life' satisfaction (21). HPERD can do J^ittle to affect SES; 
it may be able to affect perceived health and well-being status; how- 
ever, the probability is high that it can provide modified and appropri- 
ate activities, the means to expressing friendship, and relieve a de- 
pressing ambience often found wherever dying occurs. 

B. A progranmati c model which integrates HPERD to improve 

•-the-i?ttaiTty*t>f-l-ffefm*--the-H 

• C. The hospice movement is designed to help the dying per- 
son die comfortably, pain free, "and "appropriately" (2).'i By and l^ge 
they have not explored the use of HPERD within their therap^ic frame- ■ 
work at this date, although the idea has been expressed (.11). 

D. Euthanasia means "good death" and is complex. It re- 
fers to variations of (1) hastening death or (2) allowing death to occur 
when 'death is imminent, and prospects of recovery are nil. Most religious 

and medical bodies condone the latter under most circumstances but are 

' «r * 
adamantly opposed to tfie former (1, 25)-. Euthanasip is a form of 

intervention. * 

LEARNING ACTIVITIES: 

Objective: To conceptualize phenomena which might help a person 

. die healthijy or well . 

1. Interview several older people about their past life ("life 
review"). Find out what their favorite HPERD activities were. If that 
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person were dying, how could you modify the activity for that person? 
For example, a 67-year-old male is bedboujid and dying of cancer. He, , 
enjoyed golf and bridge before his illness. Design a golf game in which 
he and his wife could participate. How might golf and bridge serve to 
improve quality of the man's dying, coinmuni cation with his wife, and re- 
lieve the depression of the environment? 

2. If possifcle, visit or read 1 i terature* on the hospice/ How might 
HPERD activities be integrated into the hospice concept.?, 

3. Discuss euthanasia* Under what circumstances would you wish 
death hastened? Under what circumstances would you wish to be allowed 
^(r31^^~^ll^iTrbTdeT~l^ Row are"^ tliey \ 
alike? How do they^i f fer? 

Suicide by the terminaMy ill is also a fonn of euthanasia 
("hastening death"). When is it ethical and rational? When is- it not? 
How might HPERD and ot>ier interventions affect the desire to die?. 

Concept III: Postvention is concerned with helping the bereaved 
and/or suicidal individual reconstitute themselves., find meaning in life, 
and eventually re-engage with society. * 

A. Some predictors of healthy bereavement in adults include 
previous health status, socio-economic status, quality of social support, 
imnediate (rather than delayed) working through of grief or mourning, 
participating in the dying process (e.g., caring well for the dying per- 
son), and finding a purpose in life (5, 17, 18, 22). \ 

B. In working with the suicidal person the goal is to help 
him/her (1) reduce the complex of problems/stresses which elicit an end 

to life, (2) to strengthen* coping capabilities, (3) to assure psychological 
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support, and, (4) to find meaning in life. The suicidology-trained pro- 
fessional seeks time above all allowing for attitudinal* perceptual, 
socia\dnd phenomenological change to occur (21). 

LEARNING ACTIVITIES: 

Objective:. To understand the psycho-social status of .the bereaved 
and/or suicidal older person and the need for rehabilitative HPERD 
programs. , } 

1. Interview a group of older ^idows and widowers. Categorize them 
by number of years bereaved (recently bereaved versus long term bereaved). 

tite ("poor" '. . . "excellent"), quality of sleep ("poor" . . . "excel- 
lent"), depression ("below my usual average," "about it|y usual average," 
."above my usuat average"), visits' to physician ("below my usual average," 
."about my usual average i^" "above my usual average"), and thoughts* of sui- 
cide ("rarely," "fairly frequently," "very frequently"). Do they differ 

r~ 

on any of the symptoms on the ba^is of sex, years widowed, and sex and 
years widowed? Discuss thi^-ln terms of the older widowed person's needs. 
Also interview informally to determine (1) the greatest problems associ- 
ated with widowhood, (2) factors which were helpful or unhelpful in their 
grieving, (3) advice from the widowed to potential widows and widowers. 

2. Develop a rationale for an HPERD course/program which would be 
helpful in the rehabilttation of the elderly bereaved and/or suicidal 
person. Translate the rationale into a plan integrating the subject 
matter of bereavement and/qr suicide. 

3. Discuss "burnout" (see 4, pp. 111-120). Do you think you would 
be able to work for any length of time with the elderly dying person and 
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family, the bGreaved, and/or the suicidal? Why or why not?» What are 
the rewards and liabilities?- What kinds of support would ^ou require 
if a client/student/patient/friend died? How would you prevent yourself 
from "burnout," or how would you re-motivate or recharge yourself? Why 
is it that all HPERD people cannot work effectively with the dying, 
their families, the berea.ved, and the suicidal? Why is it necessary to 
know your own personality, coping resources, and meaning given death and 
dying before comnitting oneself to working with this population? * 
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' ^ - MODULE 5: CR|ATIVE MOVEMENT/DANCE 

INTRODUCTION ^ 

Dance is hypothesized to be an effective prescription for preven- 
tion and amelioration of physical and psycho-social deterioration in the 
elderly. The loss of functional capacities^ and anticipation- of death 
may^ create stress and- contribute to depression and anxiety. Serious 
psycho-social problems can be brought on by role changes in the family 
^and at work and by the loss of significant others. Another problem fac- 
ing many elderly is* isolation* Isolation may be social, in that persons 
are physically separated from others, or emotional, in that persons with- 
draw from social contact. The expression of feelings in a creative dance 
class can avert these problems. Dance promotes group interaction and 
sociability. It recognizes each senior citizen as a valuable person, 
provides a creative outlet, and improves functional capacities. 

This module provides a format "for training HPERD students and others 
to teach dance to the elderly. It. is divided into two sections: (1) con- 
ceptual foundations for teaching dance to the elderly and (2) field ex- 
perience in teaching dance to the elderly. The module is based on the 
following assumptions: (1) the teacher is experienced in dance or move- 
ment education, (2) the teacher has experience in teaching creative 
movement to the elderly and i# involve* in his or her own movement growth, 
and (3) the teacher is conducting, is^iggtrested in conducting, or has 
conducted classes in dance for the elderly. 

The salient topics "relevant to the domain of movement and dance to 

» 

be discussed are as follows: 
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!• What is the conceptual foundation for teaching dance to the 
elderly? 

What are the physiologicarlispects of aging as they pertain to 

dance? 

3. What are the psycho-social aspects of aging germane to teaching 
dance to the elderly? 

4. What are the goals and techniques of teaching dance to the 
elderly? 

5. What is adequate field experience for teaching dance to the 
elderly? 

This module will follow a slightly different format than the others 
in this volume. Instead of concepts > the body of the module will focus 
on salient topical questions • References will immediately follow the 
topic rather than be placed at the end of the module.. 

With that caveat, the reader should know that the dance technique 

providing the basis for this modul* is creative movement based on Barbara 

^Mettler's Materials of Danqe . Mgttler's philosophy is that dance is for 

everyone and that* given the freedom to explore movement > people will 

naturally dance. 

They will develop an awareness of their movements which 
will lead to gaining control and mastery over their bodies. 
The formula simply stated is Freedom leads to Awaren^s which 
leads to Control (Mettler* 1960^ 

In order to facilitate this process » the dance teacher must be sen- 
sitive and responsive to the needs of each individual senipr citizen. 

Creative dance» as it is used here» is contrasted to sbcial dance 
or dance performance* Although some fonn of dance performance may occur 
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and elements of social dance (ballroom, disco, ethnic, or folk) may be 
'incorporated into creative dance classet» they will not be the main 
focus of this module. . ^ 

Thus creative dance, as viewed here, provides a structure far exer- 
cise\that makes it pleasurable. It also goes beyond exercise by provid- 
ing a mechanism for the expression of feelings, the improvement of self- 
esteem through awareness of one-'s physical and cre|k?ive potential, and 
"theTmproVeiiin'l^^^^ 
paring, and. the expression of joy in a group. 

Resource^; 



Mettler Studios, 


1969^ 




ORGANIZATION 

The chart given below represents the format and syllabus followed 
in this module. 


FORMAT AND SYLLABUSui 


Topic 


Assessment 


Field experience 


Week 

1 Orientation 

2 Goals of daftee" 
with elderW 

3 Body imaga \ 


< 

\ Read dartce therapy 
} material 

i r 

1 Read and -discuss 
J two resources 


Participate in dance 
class for elderly 

Visit 'sites 

• 

Participate in dance 
class with elderly 
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Topic 



Assessment 



Field Experience 



Week 



4 Physiological 
aspects 

5 Psycho-social 
aspects 

6 Techniques of 
teaching 



Turn in sunmary on 
bodl/ image 

Turn in lesson 
plan 1 



On-si te . supervi si on 
Group supervision 
semi nar 



Turn in goals. 
Lesson plan 2 



8 On-site supervision* Lesson plan 3 



9 Group supervision 
seminar 

10 . Group supervision 

seminar 

11 Group supervision 
seminar 

12 Group supervision 
seminar 

13 Group supervision 
seminar 

14 Group supervision 
seminar (discuss 
termination of 
classes) 

15 Group supervision 
seminar 

16 Final seminar 



Lesson plan 4 
Lesson plan 5 
Lesson plan 6 
Lesson plan 7 
Less^on plan 8 
Lesson plan 9 



Lesson plan 10 



Turn in evaluation 
of field experience 



Parti cipJate in dance 
class with elderly 

Participate in dance 
<:lass with elderly 

Visit sites; set 
goals; plan first 
-X-lass. -.1^ 



First class: intro- 
duction and assessment 



Second class: con- 
tinue assessment and 
re-evaluate goals 

Third class 



Fourth class 
Fifth class 
Sixth class 
Seventh class 
Eighth class 



Ninth class: pre- 
pare for termination 

Tenth class 



. 13? • 
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Topic ^ Assessment Field Experience 

Week * , 

■ 17 Final exam: crystal- 
lization of cognitive 
material with field 
Experience 



♦Additional on-site supervision' should take place throughout the training 

as needed, perhaps three additional times. Group supervision time may 

--_be_used to ^iscuss problems, to practice teaching, to^xch^nge _ 

" and to sTipp^^^^^ ~ " " ' " "~ 

LEARNING ACTIVITIES: 

Objective: To orient the student to the goals, structure, and 

philosophy of the course. ^ 
1. Explain how the course is structured--provide a syllabus. 
- 2. Discuss philosophy of teaching creative dance to the elderly. 

3. Discuss expectations from the students and -expectations the 
students have for the course. \ 

4. Describe the populations at the sites, site assignments, and 

schedules. 

5. Explain the differences and similarities between dance therapy 
and 'creative movement for the etderly.^ 

a. l Define dance therapy: According to the American Dance 
Therapy issici a ti on. dance therapy is the "psychotherapeutic use of 
movement process which furthers the emotional and physical .inte- 
gration of the individual." 

b. Discuss similarities between dance therapy and creative 

movement. For example: . 
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U Both are therapeutic; people gain insights into them- 
selves, feel better about themselves, and integrate bodyahd psyche. 

ii, .ffoth are expr^sive; people have an opportunity to 
express their feelings* 

iii. Both therapist and teacher must be sensitive and re- 
sponsive to the moods and needs af the Individuals. 

c. Discuss differences between dance therapy and creative 
movement. For example: _ 

i. Therapist has a contract to work through emotional prob 
lems with the client, which the creative movement teacher does not, 

^ ^ ii, A dance therapist is more likely to be working in a 
clinical setting, 

d. Stud^t compares and contrasts goals for dance therapy with 

\ 

those of creative movement. 

e. Student demonstrates an understanding that being old is not 
analogous to being sick; similarly, just because we dance with the el- 
derly, it does not mean that we are doing dance therapy. 

Resources : 
Dance Therapy: 

Garnet, E., "A movement therapy for older people," Dance Therapy: Focus 
on Dance VII . Washington , D.C, : AAHPERD Publications, pp. 59-^61, 
1974.^ 

Merritt, M., Dance Therapy Program for Nursing Homes , Boston, Mass.: 
Unitarian Universalist Association, 1971. ^ 

Samuels, A., *'Dance therapy for the aged,'* Proceedings for Third Annual 
Conference , Baltimore, Md.: American Dance Therapy Association, 
pp. 85-87, 1972. 

Turbow, S., "Geriatric group day care and its effect on nursing home 

placement: An 18-raonth assessment,*' Gerontologist , 13(3): 97, 1975 

12.'> 



Effort-Shape: 

Bartenieff, I. and Davis, M., Effort-Shape Analysis of Movement: The 
Unity of Eunction and Expression . Ne^ York: Albert Einstein Col- 
' lege of Medicine. 1965. k " " 

Bartenieff. I.. Davis. M.. and Paul ay. F.. Four Adaptations of Effort 
Theory in Research and Teaching . New York: Dance Notation Bureau, 
T970r 

Laban. R. and Laurence. F. C. Effort . London: MacDonald and Ev^ans. Ltd., 
1974. 

North, M., Personal i tj/Assessm ent Thro ugh Movement t .._LoMon ' MacDonald 

•a-pa-i^a^^tcr~'nT72':: 

I. Conceptual foundations for teaching dance to the elderly. 

■ Topic I: What is the conceptual foundation for teaching dance to 
the elderly? 

The conceptual foundation for teaching dance to the elderly is based 
upon five major areas'^ 

1. GoaTs of creative dance with the elderly. 

2. Body image. 

3. Physiological aspects of aging. ^ 

4. Psycho-social aspects of aging. 

5. Techniques of teaching. 

» A. What are the goals "of teaching dance to the elderly? 

One's goals should include the following points: 

1. Physical goals: One should strive to maintain 
and enhance functional capacities such as flexibility, endurance, and 
cardiovascular functioning. 

^ 2. Perceptual motor goals: One should stri\ie to main- 

tain and enhance balance, coordination, (eye-hand, eye-foot), kinesthetic 
awareness, and spatial relationships. 



U4 * 

3. Physiological goals: One should strive to^ 

a. Enhance and improve self-esteem and feelings 
of well-being. - ' 

b. Enhance and develop an awareness of range of 
movement qualities (effort-shape concepts of strong-light, direct- 
indirect, and quick-sustained^.* 

c. Convey a sense of joy in movement and tcf de- 
velop a positive regard toward movement. 

d* increase each -indiv4 dual's awareness of his/her 
potential for creativity. 

4. Psycho-social go^ls: One should strive to increase^ 
eyff contact, touching, and other forms of non-verbal, conwuni cation. 

5. Social goals: One should strive to increase social 
Interaction and mutual support. 

» 6. Physical/Psychological/Social goals: One should 

teach principles of self-monitoring and reinforce, evaluate, and over- 
see every individual's self-monitoring capacities, 

B. What is body image?** 

1. Body image refers to the constelia^on of attitudes 
about size, body boundaries, weight, strength, shape, and proportions. 



*This goal should be deleted if students are. not .trained in effort-shape 

**The rationale for placing the section on body image at the beginning 
of the course is to provide the students with an opportunity to be com- 
fortable in working together and to become aware of each other's move- 
ment style. 
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and feelings about mobility regarding one's body. Obviously* perception 
is a profound mediating varialjle afi^&^^iing body image. 

2. Both conswous'andjnconscious attitudes are in- 
volved in bocty image. There is an interaction between body image and 
experience. Bo4y image is-'always changing, depending on one's life ^ex- 
perience. 'Body image is.g|^t visual, but internal. Body image is the 
bodily representation indicative of the self as it is affected by emo- 
tional experience. Each body sector is associated with a fairly distinct 
conflict or tension theme. 

3. Body image is developed throu^ movement, dreams, 
images, patnr environment, territory. cTpthes. hairstyle, and make-up. 
How one relates to one's body" in space j)r to ob-jects-^aml to space sur- 
rounding one's body*or objects are alsa parts of body irrkqe. - 

LEARNING ACTIVITY: 

Objective: To aid the stud^t in developing an understanding of 
body image. (Paper and crayons or colored pencils are required.) 

1. Discuss the concept of body image. What do you like and dislike 
about your body? What would you change? Note that few people are per- 
fectly content with their bodies. Some that are, should not be! 

2. Conduct the following experiential exercise: Instruct students 
to draw a person and put aside the drawing when finished. Stand with 
your eyes closed. Take the time to pay ^tention to your breathing, 
where^your weight is, and how the floor feels. Moving at your own pace, 
move each body part, starting with the head and being sure to move each 
muscle. If you need to sit down or lie down, do so. Go through the same 
process, touching each body part. (During the moving and touching of the 
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body parts, guide students' awareness verbalizing texture, colors, sen- 
sations, tensions, etc.) 

Visualize the room you are in (its size, the people in it, etc.). 
Then* when you are ready, open your eyes. Now you may begin to move in 
your kinesphere , the reach space surrounding your body* Feel the edges 
of the kinesphere with different parts of your body. What kind of tex- 
ture does the edge of your kinesphere have today? When you are ready, ^ 
move 'your kinesphere around the room. Move with awareness of the space 
around you and your relation to others* You may or may not find yourself 
interacting with others. . ^ • . 

Talte another sheet of paper and make another drawing of a person. 

3. Ask the students to talk about their experience and to react to 
their "before" and "after" drawings. Students will want to respond to 
each others' drawings. Relate their reactions to the concept of "body 
image." 

Discuss aspects of aging that affect body image. 

a. There are cultural stereotypes which state that growing old 
is a disease or that it means becoming weak, wrinkled, and less mobile. 

b. Reduced touching and movement, often concomitant with aging, 
» affect body image. 

c. Many elderly feel that because they are old, they cannot 
move or dance. As they experience themselves moving in a dance class 
and touching each other, this body image attitude should change. Did 

it? Did it affect body image and a sense of self-esteem and self-worth? . 

4. The student is assigned at least two readings from the starred 
(*) resources below. The student is to write a brief summary of two 
resources, relating them to working with the eldejrly. 
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5i Students write ifv a personal journal- descriptions- of their- own- 

"body images; a description of the im^e of one's grandparents' bodies; 
?tnd a description of the perception of older bodies in general. Is there 
a negative or positive attitu'de toward older bodies? Does the perception 
-change over the duration of the course? Why might one find older bodies 
attractive on the one hand and repulsive on the other? 

\ 

Resources : ' * " 

*Fisher. S., "Experiencing your body: You are what you feel," Saturday 
Review.. July: 27-32. 1972. 

*Fisher. S. and Cleveland. S. E.", Body Image and Personality . Princeton. 
N.J.: D. Van Nostrahd, 1958," {Reprint ed.. New York: Dover Pub- 
lications, 1968.) 

Hunt, v.. "The biological organization of man to move." Impulse: The 
Annual of Contemporary Dance , pp. 51-62, 1968. 

*Lowen, A., Betrayal of the Body . New York: MacJhillan, 1967. 

May, P. R. A., Wexler, M., Salkin, J.., and Schoop^ T., "Non-verbal 

techniques in the re-establishment of body image and self identity: 
A preliminary report." Psvch. Res. Rep ., 16:68-82, 1963. j 

*Schilder, P., The Image and Appearance of the Human Body . New York: 
International Universities Press, 1950. 

• ♦ 

Topic II: What are i^e physiological aspects of aging as they per- 
tain to dance? 

A guest lecturer proficient in the physiology of aging presents a 
lecture on the physiological aspects of the aging process; including a 
discussion of the effect of exercise and relaxation on- such diseases as 
arthritis and heart disorders. The guest lecturer should attend at 
least two dance classes for the elderly before presenting. Possible 
coimunity resources for lecturers are nurses working in nursing homes. 
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medical docton^s specializing in geriatrics, or specialists in. the physi- 
ology of exerciie who work with the elderly. ( 

Refer to Module 2, the Physiological Aspects of Agin^ for further 
explanation. i ^ 

LEARNING ACTIVITIES: 

Objective: To apply the concepts of agp-related physiological 
processes to .teaching creative movement. 

1. Stydent describes the effect of exSrcise and relaxation on the 
physiological aging process and on arthritis and heart disorders. 

2. Student identifies four exercises that facilitate flexibility, 
circulation, balance, and coordination. For example: 

a. Flexibility: slow head circles to increase flexibility 
at the neck joint. ' 

b. Circulation.: slow breathing. 

c. Balance: standing, weight on one leg, pick up the other 
leg so foot touches ankle (or calf, or knee). 

d* Coordination: sitting, arms and legs open out and close 
together; then open and close in opposition to each other* 

3. Student identifies an exercise that does not facili^tate either 
flexibility, circulation, balance, or coordination, yet may appear to 
do so* For example, making li fist and opening the fingers suddenly 
does not increase circulation in the fingers • 

4. Students discuss the need for safety in classes. They should 
illustrate (perhaps with role playing) the application of safety prin- 
ciples in their classes. (This section is related to concepts of self- 
mdhitoring as explained in the section on techniques of teaching.) 
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a. The teacher can incorporate support systems into classes, 
'e.g., holding hands in a circle, holding onto a chair while doing side 

bends, pr using th6 back of a chair as support. 

b. When people have limited capacities such as impaired sight, 
hearing, balance, or coordination, the teacher needs to work with and not 
against the limitations. If someone is in a wheelchair or uses a walk^V, 
cane, or crutch, the teacher can work creatively with the support system 
in the design of class exercisesSm6 improvisations. 

c. Special attention needs to be paid to those with heart 
problems, arthritis, or diabetes. 

d". Medical or release ¥?f^jis may be required. 

i 

Resource : 

Bakerman, S. (ed.). A ging Life Processes . Springfield, 111.: Charles C 
Thomas, 1969. 

' . ■ ' ■ • I . 

Topic III: What are the psycho-social aspects of aging which af- 
feet -teaching creative dance to the elderly? 

Although there are many psychological and sociologica.1 factors af- 
fecting the elderly person's day-to-day life, the following have been 
chosen for their pronounced influence (see modules on Psychology of . 
Aging and the Sociological Aspects of Aging for additional comment). 

Primary psycho-social factors: ^ 

A. Isolation, reduced Social interaction, reduced support 

system. 

B. Resistance to moving and dancing. (Upon introduction 

to dance classes, senior citizens frequently say, "I'm too old to dance.") 
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C. " Cultural differences.* Such differences should influ- 
ence one's choice of movement patterns and ideas. For example, in the' 
.Spanish, culture, moving in the far reach of the kinesphere is not de- 
sirable; ^different cultural groups may respond to specific types of 
music^^ar^^ 

D. Death of a participant (see Module 4, The Newest Fron- 

4 

tier forSiPERD:- Death and Death-* Re la ted Behavior). 

LEARNING ACTIVITY: Part. I 

Objective: To become fanjiliar with terminology, theory, and rele- 
vant psycho-social implYpations for creative movement. , 

1. Discuss A, B, and C. Reinforce the concept of ((^ndividual dif- 
ferences, especially with regard to cultur:al differences. Stress the 
role that dance plays in terms of stress prevention, intervention, and 
postvention, 

2. Have students read at least two of the resources listed below. 
Re'sources : 

Maas, H. S. and Kuypers, J. A., From Thirty to. Seventy: A Forty-Year 
Longitudinal Study of AdultTTfe Styles and Personality , San Fran- 
cisco: Jossey-Bass, 1974. 

M?|ddox, G. and Eisdorfer, C, "Some correlates of activity and morale 
among the elderly," Social Forces, (40) :254-260, 1962. 



Neugarten, B. L., "Personality and patterns of.aging," Gawein, (13): 
249-256, 1965. 

Polhemus, T. (ed.). The Body Reader , New York: Pantheon Books, 1978. 

LEARNING ACTIVITY: Part II « 

Objectives: To expose the students to the concept of death. To 
sensitize tte students to the reality of a participant's dying (see 
Module 4 on death and dying). 
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To explore the implications for creative movement as a vehicle con- 
tributing well-being although some participants may be terminally ill. 

1. Audiovisual aides such as the film Peege may be useful for . 
stimulating discussion. 

2. Discussion should include questions that will raise issues sujh 
as; Can you accept the death of a participant? Will this make you not 
want to become close to participants for fear of unexpected loss? What 
would you do if a participm died in your class? 

Reference : 

Peege , Phoenix Films. 743 Alexander Road, Princeton. N.J. 88540. ^ 

II. Field experience'in teaching dance to the elderly. 

Topic I: Techniques of teaching dance to the elderly. 

Jhe basic dance technique is creative movement/modern dance. This 
approach to movement is flexible enough to respond to the needs and moods 
of the elderly and therefore promotes freedom of expression, communica- 
tion amo'ng participants, and the contribution of each senior citizen. 
Other techniques, such as folk dance or massage, may also be used. 

A. A basic principle underlying any course is that of 
self-monitoring, e.g., ta^ng responsibility for paying attention to the 
signals provided by one's body. The following guidelines are strongly 
suggested as means of self -monitoring in creative movement class. 

1. Avoid exercising if you feel any: 

a. Pain or discomfort. 

b. Shortness of breath. 

c. Heart palpitations. 



■ • ' A ■ 

132 1 

f 

/ 

/ 

d. Dizziness. ' 

e. Nausea. 

f. Clamny skin. 

2. Avoid dance/exercise after eating a heavy meal. 

3. " Avoid wearing clothing that will interfere with cir- 
culation or jewelry that is heavy or that gets in your way. 

4. Avoid danpe/exercise in air that has a poor air- 
quality index. 

5. Avoid dance/exercise in excessively hot weather. 
B. The structure of a dance/creative movement class. 

1. Preparation : The class is conducted in a circular 
seating arrangement. Chairs should be set before the parttci pants arrive 
so as not to invite confusion and disruption of the group. 

2. Greeting : Teacher greets each senior citizen with 
a handshake or other appropriate greeting (preferably a hug). Purposes: 
to^ recognize and welcame each individual into the group separately; to 
find out how each person is feeling so that the teacher is aware of 
particular circumstances and can attend to the individual accordingly; 
to help impaired individuals (blind, lame, etc.) to their seats. 

3. Warm-up : Begin each class with a warm-up, sitting 
in a circle in chairs (unless standing is more appropriate), to get the 
bodies going and to get a sense of the mood of each person in the group. 
Warm-up often begins with 'breathing exercises and may be led by the 
teacher or by the senior citizens. Warm-up is a time to focus on*physi- 
cal objectiv'es: improving flexibility, balance, coordination, and cardio- 
vascular functioning.. Encourage participants to do exercises at home. 
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4. Dance improvisation : Encoi^age a positive group 
experience in which each person's own movement preferences are acknowl- 
edged. This, may' be done by passing the leadership of the group around 
the circle, by each person saying his or her name and moving according 

'to liow he or she feels that day. Dances may be created on themes that 
are of interest to a particular group, e.g., seasons, sports't cooking » 
etc.. Use a wide variety of music and sound and also draw upon familiar 
songs. Experiment with, props such as parachutes or sheets, ribbons, 
colorful handkerchiefs, etc. 

5. Group ending ; Bring the class to a clear ending l.^^ 
with some shared group movement. This serves to prompte group cohesion'. < 

Resources : 

Body awareness: ^ . 

Bertherat, T. and Bernstein, C, The Body Has Its Reasons t Anti-g^ercise 
and jelf Awareness , New York"! Random House, 1977. ^ 

Feldenkrais, M. , Awareness Through Movement , New York: Harper and Row, 
1972. 

Creativity: 

Lowen, A., Pleasure, A Creative Approach to Life . New York: Penguin 
Books, 1970. 

May, R,, The Courage to Create , New York: Bantam Books, 1976. 
Education: 

Lyon, H., Learning to Feel— Feeling to Learn , Columbus, Ohio: Charles E. . 
Merrill Publishing, 1971 . 

■ Rogers, C, Freedom to Learn . Columbus, Ohio: Charles E. Merrill Pub- 
lishing, 1967. 
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Non-verbal communication: 

Davis, F., Inside Intuition: What We Know About Nonverbal Commu nication. 
New Yorkl McGraw-Hill, 1973. " 

Lowen, A., The Language of the Body . New York: Macmillan,- 1958. 

Schutz, W., Jby , New York: Grove Press, 1968. • ^ 

Stone, E., "Psychology and the arts," Psych. Today . July: 14-16, 1977. 

Creative Movement and Fitness: 

Fitness Challenge in the Later Years . Washingtofl, D.C.: U.S. Government 
Printing Office. 

Caplow-Lindn,er, E., Haycaz, L., and Samberg, S., Therapeutic Dance/Move- 
ment , New York: Human Sciences Press, 1979. 

♦ 
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Topic II: What is an adequate field experience in teaching dance 

to the elderly? ^ 

A» .Organization of field experience. ' 

1. Supervisor establishes field placements. Suggested 
resources for placements are senior citizen residences, recreation pro- 
grams, ani senior citizens centers. 

2. Students will work in teams of two. for purposes of 
mutual support and increased learning.. At one site, s^ident ^ is the 
primary teachfcr. and student B is the assistant teacher. At the other 

i 

site, they reverse roles. The two sites assigned to one team should dif- 
fer in type of population and environment, if possible- 

'3. Enrollment should be limited because of the amount 
of supervision required. Graduate students already trained ih teaching 
dance to the elderly may be available as supervisors. 

4/ A suggested work plan for the field experience is 

included at the beginning of this module. 

B. The objectives of field experience for student teachers. 
Objective 1: Student comprehends the structure and 
function of the assigned sites. 

LEARNING ACTIVITIES: 

Objective: To pi^pare students to teach independently. 

1. Student visits each site before beginning teaching, with the 
team teacher and the supervisor to assess the environment vis-a-vis the 

needs of the elderly. 

2. Student submits to, the supervisor a description of the follow- 
ing in order to understand the population's make-up and specific problems 
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a. Age range, cultural background, and physical and emotional 
health of the population. 

b. How the senior citizens travel to the site, how much time 
they spend there, the effort involved, etc. 

c. Site environment— size, ligfit and glare, noise levels (white 
noise),, etc. 

d. How the site staff is organized. 

e. How the site staff views dance. 

f. How the site is funded. 

g. How dance fits t" with other activities, 

h. Potential scheduling problems. 

Objective 2: To prepare the student to teach independentl 
with the use of lesson plans and set goals. 

- ' » 

LEARNING ACTIVITIES: 

1. . Student sets appropriate goals for the classes after the first 
site visit, and re-evaluates these goals during the field experience. 

2. Student prepares and submits weekly lesson plans for ten 45^ 

■* 

minute classes. 

I. 
I. 

3. Student teaches ten classes as a team leader and assists in ten 
classes as a team assistant. 

4. Students evaluate each lesson in their personal journals. 

5. Student develops and evaluates personal goals for the field 
, experience. 

6. Supervisor meets weekly with each team, 5s indicated in the work 

plan. 
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7. Student performs the following: 

a. Student demonstrates the ability to capture the attention 

of tlje senior citizens, to work with them appropriately, and to kee^ a > 
class going. 

b. Student implements the basic approaches to teaching described 
in the section above, "Techniques of Teaching Dance to the Elderly." 

c. Students develop working relationships with their teammates: 
assisting in each other's cVasses, providing mutual support, and stimu- 
lating each other's thinking. 

d. Student has an understanding of the contributions and growth 

palJential of senior citizens. 

p. Student is able to evaluate his or her own teaching during 
the supervision sessions and his or her journal; student develops a sense 
of personal teaching style. 

• f. Student is responsive to the supervisor's corrments. 
g.. Student is. more confident about the ability to share per- 
sonal dance experience through teaching; student feels- more confident 
about his or her own dancing and performing. 

♦ 

Objective 3: Student understands how creative dance 
classes for the elderly relate to aging and to the, dance profession. 

/ (This objective should be addressed at the end of the 
field experience if there is time.) . 

LEARNING ACTIVITIES: 

1. Discuss the aging services network, what the priorities are in 
aging services, and where the job opportunities are. 

Hi K 
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2. Discuss the various kinds of dance activities that older Ameri- 
cans are involved in. 

3. Discuss the next step for each student's professional development. 



/ 



G 



■ER?C 



\ 



1.39 
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INTRODUCTION 

Fitness as an overall concept for the elderly includes social, in- 
tellectual, and emotional as well as physical elements. These factors 
differ in relative importance from one period of life to another depend- 
ing on varying individual roles and responsibilities. This module is 
concerned with the part that general fitness plays in preparing the older 
adult for flsffective living. 

Our stress and public health models, discussed in the Introduction, 
once again provide the framework for this module. The stress model sug- 
gests that HPERD programs are mediating variables' influencing +iealthy 
outcome. The public health model provides preventive, interventi ve, and 
postventive phases of interaction and intervention to enhance good health 
out^e. The preventive phase deals with formal and informal education 
in areas germane to the physical fitness of the total person. The inter- 
ventive phase of this module refers to programs that promote physical 
fitness in the here and now. while the postventive phase refers to both 
programs and education for the adult who has been affected by illness, 
disease, or physical impairment. Here, the goal is rehabilitation. 

In this dynamic age of machines, .when science and invention have 
supplied us with so many labor-iaving devices, when transportation re- 
quires such limited physical effort, when so many types of entertainment 
have made us' spectators more than participants in our leisure-time ac- 
tivities, we can no longer expect to develop and maintain a state of 
fitness as part of the regular course of daily living. Therefore, we 
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must make every effont possible to encourage our older citizens to adopt 
a regimen of positive health practices and to participate in appropriate 
exercise and activity* 

The results of good general fitness are evidenced in a variety of 
ways. Carefully planned exercise programs and other fitness procedures 
improve cardiovascular health. It is quite distressing to see the re- 
sults on the human body when general fitness practices are neglected. 
For example, the heart and blood vessels begin to lose their efficiency. 
An example of tjiis phenomenon can be seen in normal healthy persons con- 
fined to a month of bed rest artS inactivity. These individuals experi- 
ence an acceleration in the resting heart rate* which is an indication 
that the heart* after a period of bodily inactivity, must work harder 
to pump the required amount of blood. Conversely* it has been demon- 
strated in numerous physiology laboratories that ±he efficiency of the 
heart to pump blood is increased with proper train/Plig procedures. 

As people get older they may experience other chronic and debili- 
tating fitness-related problems. These chronic conditions cause a great 
deal of discomfort* pain* and disability. Frequently* these conditions 
are the result of poor genera] health habits over a 'number of years. 
These hab^its* or stressors* take their toll on the body and insidiously 
interfere with the ability of the body to function normally and effec- 
tively. This breakdown of the body/s processes accelerates with greater 
intensity as the person ages. 

The truth is tipat many chronic diseases may be prevented or at 
least postponed^ resulting in increased opportunities for optimal well- 
being and extended longevity. 
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This module will focus on the following major themes: 

1. Physiological age-related changes affect the performance of older 

adults. 

2. Programs of physical activity must be adapted to the target 
population. 

>. The learning activities are de«i.gned to help the reader translate 

each concept into HPERD activity. 

OBJECTIVES OF THE MODULE: 

Upon completion of this module, the HPERD professional should be 

able to: 

1. Identify special activity needs of the elderly as modified by 
the normal and abnormal processes of aging. 

2. State factors that are included in a definition of physical 

fitness. 

3. State specific method^^P stimulate, motivate, and maintain 
fitness in the elderly through activity. 

4. Utilize basic evaluative methods in planning and modifying an 
exercise program for the elderly. 

5. Develop and utilize simple, creative devices to enhance exercise 
program participation by the elderly. 

6. Plan a physical activity program to meet the needs of the elderlj^ 
and/or handicapped persons and utilize basic safety principles. 

7. Train interested persons for leadershig roles in activity/ 
fitness programs. 
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V Physiological age-jt'elated changes affect the performance of older 
adults. 

Concept I: Exercise requires the response and integration of func- 
tions of many organs and systems. 

A. Limitations of exercise performance might be attributed 
to limitations of thfe response of a single organ system or to the fail- 
ure of several systems to integrate. 

B. Several age^^related changes of most systems have been 
reviewed in Module 2 on the physiology of aging. Some age changes spe- 
cific to the physiology of exercise are summarized below; Refer to 
Module 2 on physiology and Module 7 on health education for more 
information. 

C. Muscle* 

1. Muscles are basically differentiated into two groups^ 
fast and slow muscles and muscle fibers, according to their .metabolic 
demands for speed and/or endurance • This differentiation is reflected 

by different degrees of ATP--an activity (39). Fast and slow muscles 
have different enzyme patterns or relations of glycolytic to oxidative 
enzymes* There is evidence of a progressive^ loss of this differentiation 
with. age. Glycogen and potassium contents are higher in fast than in 
slow muscles of old animals (39). 

2. Creative phosphate is considerably higher in fast 
than in slow muscles; both decrease in old age, but t ^.easels ' 
more pronounced in fast muscles. 

3. The above trend is also seen in th^ changes of gly- 
cogen and potassium contents in fast and slow muscles in old age and 
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signifies a relative shift from an anaerobic to aerobic type of metabo- 
lism (85). This is also coupled with a general trend of leveling out 
of metabolic differences^ between fast and slow muscles in old age (39). 
D. Strength and ^ging. * 

1. Muscular strength in males increases until approxi- 
mately 30 years of age and then starts to decline gradually. This de- 
cline continues until the sixth decade, at which time there ie a sharp 

drop in strength (4). 

2. When different muscle groups are studied separately, 
it appears that they reach maximum strength and then begin to decline 
corresponding to different ages. For both males and^ females a ftiaximum 
strength for fingers and arms is reached at age 20,.and remains constant 
until age 40, when a decrease begins. For truh/and leg muscles the maxi 
mum strength is^ reached at age 30 for men and age 25-30 years for women. 
Astrand and Rodahl place the decline in strength from 20 to 60 years at 
about 10 percent of the' strength measurements made at ag'e 20 (4). 

3. As with strength, endurance declines with age. 
Fatigue rates are also affected with age. Fatigue rates have been shown 
to be greater in old men during isometric contractions (82). 

E. Respiratory capacity: Blood oxygenation is a preVequi- 
site to adequate muscular function. Since some of th^ fundamental func- 
tions of the lung are impaired with ag,e, the older individual must move 
in excess of 50 percent'itiore air in and out of the lungs to maintain the 
increased activity of" the exercising muscle (92). 

• ' F. Physical working capacity (PWC), measured by maximal 
oxygen .consumption, gradually' declines after reaching a. maximum value 
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in early adulthood. Ror men the maximal values were found at a mean age 
of 17.4 years, after which the values declined to less than half those 
values at a mean age of 75 (77). For women maximum values were found 
between 20 and 29 years and dropped by 28 percent between the ages of 
50 and 65 (5). * \ . " . 

G. "Body compositioa.changes with age. Data -on the compo- 
sitioR of the human body as it ages in this particular sample showed 
that there was h meai} increase of 27 pounds of fat from age 20 to" age 55, 

while fat- free body weight had actually decreased (12, 24). Other studies 

it- 

have shown that th.e. bpdy loses active protoplasm at approximately 3 to 5 
percent per decade after age 20-25 (24). Thus even if we maintained body 
weight at our young adult value, we would still be getting fatter. * 

H. Cardiovascular changes: Cardiac output at rest decreased 
by approximately 1 percent per year (11), and a loss in strength of the 
fnyocardium is estimated to be about 0.85 percent per year after age 20 
(87). Robinson's classic study showed a decrease in heart rate due to 
age (77), as well as a decrease in heart rate, which declines from 190 

to 195 beats/minute at age 20 to about 160 beats/minute at age 60. DeVries 
points out that assuming a resting rate of 70, a lowered capacity for 
heart rate response would result (approximately 0.56 percent per year 
from age 2fO to 70 (24). 

LEARNING ACTIVITIES: 

Objective: To enhance the understanding of physiological changes 
the body experiences during exercise. 

1. If the students are not familiar with evaluative techniques of 

physical fitness » set up a laboratory period with a step-test or graded 

.J > 

treadmill test. 
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2. Discuss differences in results obtained from cross-sectional 
versus longitudinal data. What implications do these sometimes contra- 
dictory results have for the HPlkd professional? . 

3. Discuss procedures used to' collect data in studies assessing 
the fitness level of older adults. Also, if studies . compare younger and 
older .subjects, note the baseline fitness levels and homogeneity of the 
independent samples. 

. Concept 11: It helps to be in relatively good condition in order to 
enjoy physical activity. 

A. Terms with which the student should be familiar regard- 
_ing physical activity include strength, muscular endurance, cardiovascular 
endurance, flexibility, balance, kinesthetic awar&ness, reaction time, . 
movement time, response time, speed, agility, power, and eye-hand/eye- 
foot coordination. Since most activities demand specific skill use, -an 
accurate understanding of the above terms is necessary f'or proper exer- 
cise prescription- . » 

■ • • B. One will note that changes occur in one's ability to 

perform the above skills.." This is'^partiaVly due to aging processes, as 
with the loss of flexibility, and partially due to the lack of practice 
-of certain tasks. Age-related changes relevant to physical activity in- 
clude both the physiological and psychological realms. For example, a 
decrement in sight surely would affect reaction time in a badminton game, 
just as inner ear problems may affect balance and, thus, eye-foot Preordi- 
nation. The changes one experiences in the physical fitness components 
mentioned in point A may be delayed with continued use of the body; 
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however, one cannot forestall eventual decline in most of the areas men- 
■ tjoned (71). 

, C. Some disorders, common to"^he older adult, have been 
described in the health education module (e.g., arthritis, rheumatism, 
diabetes)-. These disorders must be fully understood in order for one 
to effectively prescribe activity for the elderly. It is strongly recom- 
mended that disorders of the cardiovascular system (hypertension," heart 
disease, etc.) and the respiratory system "(emphysema, etc.) be under- 
stood i/1 light of the limitations they place upon the body. Contrain- 
dication for exercise should be thoroughly discussed' in. terms of affect- 
ing health and safety of the individual (9, 89, 76, 19). Note that al- 
though backaches are. not among the disorders mentioned, they are common 
among older adults. Do not neglect the role of exercise and the contra- 
indications of specific exercises (i.e., toe touches, double leg scissors 
etc.) for individuals suffering from lower back pain. 

LEARNING ACTIVITIES: 

Objectives: To list specific and comnon physical disorders that 
occur in the elderly. 

To discuss community resources available for research, detection, 
and dissemination of information regarding health disorders comnionly af- 
fecting .the elderly. 

1. List and describe at least three specific and common disorders 
that may occur |in the elderly person in each of the follow4ng systems: 

a. Cardiovascular* 

b. Respiratory. 

c. Musculo-skeletal . 
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d. Gastro-intestinal (alimentary tract); 

e. Special senses {vision* hearing," touch, taste, smell). 

2. Discuss various community resources and agencies that partici- 
pate in the research, detecliion, and/or dissemination of information re- 
garding any three of the disorders described.. Include name of the re- 
source or agency, purpose, funding, and methods of referral or how to 
help the person better utilize the resource. 

'* Objectives: To describe six components of physical fitness. 

To describe changes in those components of fitness that occur as a 
result of the .normal aging process. 

To list activities which contribute to each component of fitness, 
the bodi system affected, and modifications necessary to accommodate* 

the changes of age. 

3. Define each of the following components and list a minimum of 
five activities that promote the development of each eomjionent of physi- 
cal fitness: 

a. Cardiovascular endurance. 

b. Muscular endurance. 

c. Flexibility. 

d. Strength. 

e. Agility. 

f. . Balance. 

4. Describe the normal changes seen in each component of physical 
fitness throughout the aging process. 

5. Modify, if necessary, the list of activities presented in poin 
to meet the speci*al needs of the elderly. For each activity presented, 
describe: ^ 

ir)4 
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a. - The body system most affected. 

> 

b. The condition proposed to be prevented through the selected 
activity. i 

c. What modifications have been made to meet the special needs 
of the ef3ierly (e.g., holding on to a chair to maintain balance while 
performing an activity, etc.). 

■II. Programs of physical activity must be adapted to the target population 

Concept I: Development of the various components of physical fitness 
can be accomplished through the use of different types of exercise. 

A. Components of physical fitness usually are grouped into ^ 
the areas of (1) muscular strength and endurance, (2) flexibility, and 
(3) cardiorespiratory endurance (33). Different types of exercises pro- 
mote fitness in each category. A review of the various types of exercise 
would include definitions of the following terms: isometric, isotonic, 
weight training, aerobic, and' anapfirobic exercise. 

1. For example, isotonic exercises (involving muscular 
contraction and movement of a joint) increase strength, promote circula- 
tion and cardiovascular endurance, and maintain joint flexibility (33)* 
Isometric exercises (involving muscular contraction but not movement of 
, the joint) increase strength and economize in the time spent in exercis- 
ing but contribute little to cardiovascular fitness and to joint flexi-^ 
bility (2). Isometric exercises are coatraindicated for older adults, 
primarily due to the ramifications of the Valsalva maneuver, where the • 
glottis is closed upon expiratory effort* Intrathoracic pressure in- 
creases, impairing both the venous return and the cardiac output. Hyper- 
ventilation following Valsalva's maneuver may cause fainting (4)* 
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2r^Flexibili"ty is maintained with normal use and is 
decreased wi th disease. Body efficiency and grace are reduced as flexi- 
bility decreases. Immobilized or restricted joint action results in a 

loss of flexibility. ^ x-^"" 

3. ^ince stretching exercises ^e among the most favored 
with senior citizens, it may be relevant here to dispel the myth of the 

4 

"bounce" technique. Sudden japld^otions performed to induce Wretch 

flouncing or jerking against the muscles to be stretched) induce the 

"stretch reflex," causing the affected mus'cle to tighten, and so are less 

effective {Z^^ Slow stretching motions^ aided by the pull of gravity are 

t 

most effective. 

4. Flexibility is important because strength is basi- 
cally wasted if proper muscle, fascia, and joint flexibility is not 
maintained. 

B» A review of kinesiology at this point may be helpful to 

the student. , ^ 

K The articulation of two or more bones allows various 

types of movement. The extent and kind\of movement determine the names 

■c 

applied to joints (i.e., hinge, condyloid, arthrodial amphi arthrosis, 
and ball and socket joints). 

2. Joints and proper muscle tone are responsible for a 
wide range of movements. These movements df the body include frexion; 
extension; elevation"; depression; rotation outward, inward, upward, and 
downward; promotion, supenation; abduction; adduction; circumduction; 
and hyperextension (61). 
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C. Exercises for preventive, interventive, or' postventive 
measures must be scientif.icdlly derived and accurately taught and 
learned. Thus a student must understand simple body mechanics in order 
to prescribe exercises • In order to be effective for the individual per- 
forming them, exercises must be practiced regularly (2). 

The following points should be considered in the deVel- 
opment and choice of any exercise (2). 

1. What is the purpose of the exercise? 

2. Does- it accomplish that purpose? 

3. Does it violate any principles of sound body 

mechanics? 

4. -Wh^t are the main joints involved? 

5. What are the main muscle groups involved? 

6» Is the exercise primarily for flexibility or for 
strength or endurance? 

7. Is the intensity of the exercise mild, moderate, or 

v-igorous? 

8. What elements of danger are involved? What cautions 
should be remembered in its assignment and its execution? 

9. Is the exercise good for. more than one specific 

si* 

area jof the body? 

10. Can one measure progress through this exercise? , ✓ 
When selecting exercise for. the individual, principles 
of progression should be followed. One classification of exercise, 
which grades them from easy to d>fficult, lists them as passive, assist- 
ive, active, and resistive (2)* , * . 
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1. A passive exercise is one in which the body part 
>is put through a range of motion for* the individual. 

2. An assistive exercise is oij^^in which the body part 
is moved for the individual, but in which. one assists in the movement to 
the extent of the individual's ability. . ^ " • 

3. An active exercise is one in which the <indivi dual 
moves the body part alone and usually works against the counte»> forces 
of gravity. 

4. A resistive exercise is. one in which the individual 
exercises against some form of resistance. 

LEARNING ACTIVITIES: 

Objective: To identify five types of exercise including the pur- 
pose and advantages of each. 

1. Describe each of the following types of exercises;- include 
(1) da^^inition of the term", - (2) purpose of the exercise, <3) advantages 
of each. (4) disadvantages. of each, and (5) an example of each. 

a. Is'ometric. 

b. Isotonic. 

c. Weight training. 

d. Aerobic. 

e. Anaerobic. 

2. Describe to an elderly person three of the above types of exer- 
cise. Include in the description the purpose of the exercise, method of 
performing, and the appropriate number of repetitions. ^ ' - 

3. Contrast and compare various exercise programs (i.e.. Cooper vs 
Morehouse). 
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4, Films available to aid discussion are referenced in the "appendix. 

.Concept II; The optimum training regimen for an elderly pei^n is 
marked by. safety, effeTctiveness, strona motivational appeal, and low 
.nU cost ,79). ■ ' 

Some^ exercise programs for middle-aged and older citi-y^ 
zens have had a more than 50 percent injury rate withijr) the ffrst few 
weeks of conditioning. Factors contributing ^to a high injury rate include 
(79): . ■ " 

1. Clumsiness associated with .lack of recent practice 
of a skill and deterioration of balance. 

* 2. Obesity, increasing the strain per unit section of 

tendon. ^ 

3. Shortening of tendons associated with many years 



of inactivity- 

4* Failure xio take an adequate "warmup." 
r5. Violent calisthenics, especially rapid twisting 
Utovements and excessive stretching* 

6. Too rapid a progression of training, with exercise 
cpntinQing when the subject is more than pleasantly fatigued. 

7. Exercise on a hard, uneven, or icy surface.^ 

8. The use of shoes with inadequate heels ancTpoor 

ankle support. « 

B. 

if a safe level of exercise Ji^ beej| defined by a careful ^ress test 
(79). Also, if the subjects monitor themselves by tajking their heart 
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rate at designated intervals and refrain from sustained isometric exer- 
cise » then the risk factors are at a minimum. 

C. Warning signs of overexertion are generally as follows: 
1. Breathlessness. 

1 

2* Rapid pulse. 

3. Pounding of the heart. 

4. Dizziness. 

5. Tightness or pain. in the chest. 

6. Nausea. 

7. Loss of muscle control. 

D. Shephard states that often our concern with safety may 
interfere with\^ effectiveness of the exercise program. ''There is 
some danger that caution in the exercise prescription may preclude the . 
development of an effective training programme; a nice judgement must 

be made between necessary prudence and timid incompetence" (79, p. T^). 

Examples of where one should place emphasis to devise 
effective exercise programs are: 

1. To improve cardiorespiratory endurance, one must 
focus on the intensity of trainirtg and the initial fitness of the subject. 

2. To iipprove overweight problems, individuals must 
ejxercise for a sufficient duration -so ds to expend an adequate number 
of calories.' 

E. Shephard (79) also notes expectations of ^e elderly 
with regard to exercise programs. In brief, they lik^a cVass tailored 
to their specific 'needs-, where they can obtain safe instri/ction and an 
PFfective regimen. There is also a desire for well-qu^l iyied leadership. 
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and ''it is critical to find an instructor with a warm, outgoing per- 
sonal ity--d person who appreciates not only the strengths, but also 
the weaknesses of the elderly" (79, p, 179)» 

F. Since a majority of elderly are restricted in income, 
one's exercise program should not demand the purchase of additional 
equipment. Resourcefulness and creativity are the keys^to a successful 

4 

program. Ideas for equipment and activities are often taken from ele- 
mentary school manuals and modified to suit the adult population. Also, 
magazines for the general public offer ideas regularly (48) • 

G. Psychological benefits associated wiJtJi^requJ^ar physical 

activity are generally reported as an incneased sense yr\^^ -being (62, 

18). Improvement of self-image and self^-concept due to training is not 

always repov^ted (62). However, findings from studies have important 

implications for programing. Shephard summarizes results of such studies 

as follows (79, p. 201): ^ 

Improvements of body image undoubtedly encourage a subject 
to persist with an exercise program. On the other hand, it 
would appear that over-zealous encouragement of a low frequency/ 
low intensity exerciser can have the negative effect of weaken- 
ing body image. A nice judgement is then needed to provide ef- , 
fective conditioning without excessive persuasion. Individual 
exercise prescriptions must be reviewed by a class leader who 
is not only enthusiastic, but is sensitive to the physical limi- 
tations of an aging population. 

LEARNING ACTIVITIES: 

Objectives: To incorporate safety in the planning, organization, 
presentation, and evaluation of physical activities for the elderly. 

To describe an exercise prescription, how it is derived, and its 
purpose. • 
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To list precautions necessary in presentatton of exercise programs 
for the elderly. 

To list possible warning signall^when the exercise session has been 
too demanding. 

To identify conmon and normal conditions that may occur as a result 
of mild exercise in an unconditioned individual and the suggested method 
of treatment. 

• 1. For each of the following positions, demonstrate ten physical 
activities which utilize a wide variety of muscle groups and can be per- 
formed safely: 

a. In bed with assistance. 

b. In bed without assistance. 

c. On a chair. 

d. Standing, holding on td support. 

e. Standing in one place without 'support. 

f. Moving freely in an ordinary room. j 

2. Discuss physical conditions that might necessitate activities 
,from the positions described in a, b, c\ d. and e above. Include a de- 
scription of the hazards being avoided through each of these modified 
positions. ^ 

3. Describe the components of exercise prescriptions. Include: 
.n a. Definition of an exe<*cise prescription. 

b. Purpose. 

c. Assessment areas. 

d. Methods of assessment. 

e. Monitoring of response to exercise. 
* f. The need to re-evaluate. 

o 162 
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4. Present a list of precautions f or -an unsupervised physical ac- 
tivity program to an elderly person. Insure that the precautions are 
understandable and not frightening or discouraging to the e\derly person. 

5. Describe common conditions {e.g», leg cramps) y'hich occur at the 
beginning of a physical activi ty«program by a physi^cally .unfit person. 
Include interventive or preventive measures which may be li^ed to re- 
lieve or prevent the conditions safely. ^ 

6. Respond to an elderly person ^S quest'Mn, *'Do I have\^o get my 
physician's permission to exercise?" 

7. Describe how a physically fit person of any age is different 
than a physically unfit person of comparable age in terms of 

a. Physiological differences. 

b. Psychological differences. 

c. Societal differences. 

4 8. Cite from at least three professional and scientific sources^ 
positive responses to exercise/physical activity as se^n in the elderly, 
include: 

a. Source. 

b. Number of subjects -fHcluded in study. 

» 

c. Type of program tested. 

d. Responses seen in population. 

e. Implications of the study on the development of physical 
activity programs for the elderly. 

f. Your evaluation of the importance of the study. , 

Objectives: To design simple devices which can be utilized in ex- 
ercise pro^am^ for the elderly. 
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To evaluate coflnnerciany 4>roduced exercise equipment as to cost and 
effectiveness. ^ 

9. Most exercises should be simple with a minimum of extra equip- • 

K 

ment to reduce costs and^time $pent in giving directions. Ho'wever**a 
program m&y 5.0ft en be enhanced by designing low-cost, simple devices. 

a. Modify a selected ^tivity by designing and utilizing a 
"s^ple, low-costjtevice. , ^ .' ^ 

-b. Describe cost^ construction (if apprppriate) , purpose, and 
use jpf the sel ected devi ce . 

^ c. Evaluate the effectiveness of the device in, enhahcing the 

activity. ' * 

d. iri5ossible, show how the device may al«o be used to modify 

\ " " ] . 

at least two other physical activities. - . - 

10. npmnrvstrate or illustrate tlW use of cbmtnlsrcially produced de- 
vice-or equipment for i^hysical activity. y 

a. Describe cost, construction, purpose, »n(i. use of the 
e^uipm&nt. ' 

» b. Evaljj^te the effec^veness of the device in enhanci*»^he 
activity selected, _ . ^ 



' " c. If poss^ble>show or tell how the device may also be used 
to modify at least two other physical ^activities. 

i d. ComfJIire the value df the commercial device in enhancing the 
physical activity to the actual monetary cost. , Woujd a "home-made" de- 
vice produce the same result with less cost? 

e. Evaluate the activity recotranended by the producer of the 
equipment in light of the physical Activity needs of th6 elderly. 
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APPENDIX 

Additional Resources 

1. National Association for Human .Development 
1750 Pennsylvania Ave., N.W. 
Washington, D.C. 20066 

StJ^port materials can be ordered from NAHD for use in exercise and 
activity programs for older persons. 

2. Educational Record Sales 
/ 157 Chambers Street 

New York. N.Y. 10007 

Records, films trips, transparencies, and books are available for 
purchase and may be used for physical exercise sessions. 

3. Agency for Instructional Television 
Main Office 

Box A . 

Bloomington, Ind. 47401 

Films and videocassette available for rent or purchase for use in 
physical <^rcise gjrogram planning or implementation. 

.4. SunbQrst cKuni cations 
Room 273 • 
41 Washington Avenue 
Pleasantville, Ili.Y. 10570 

"The Physiology of Exercise," filmstrip. " 
'"'Your Exercise Program," filmstriVr- 

Basic, sound information, excellent presentation, interestiYig. 

5. Ramsgate Films \ 
704 Santa Monica Boulevard 
Santa .Monica, Calif. 90401 (213) 394-8819 

"Run, Don't Walk," 17 min. color film, 1977.. 

Graphically demonstrates the benefits of physical fitness for adults 
Men and women, ranging in age from 40-80 years, enthusiastically 
describes the mental and physical benefits they derive. from swimming 
jogging, paddle tennis, and gymnastics. 
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6* Encyclopedia Britannica Educational Corporation ^ \^ 
425 N. Michigan Ave. 
Chicago, 111 • 60611 

"Exercise and Physical Fitness," 16 m color), 17 min, film. 

Examines the nature of physical fitness and discusses how exercise . 
can contribute to a state of general good health, 

7. Phonotape - ^ ^ 
Sandoz Pharmaceuticals 

East Hanover, N.J, 

"Diagnosis Aging • • • Prescription: Activity." 

A panel discussion on helping the aged patient remain physicaTlly and 
socially active. 

8. McGraw-Hill Films 

Crm Productions, 1973 ^ 

"Aging-" 

Discusses two major theories on the aged, the activity theory, and 
the disengagement theory, 

9. Brigham Young University 

Audio-Visual Services' $ 
Provo, lJ;tah ^ * 

» 

"Run Dick, Run Jane," 16 mm, 20 min. film. V 

Illustrates through laboratory statistics and case studies, the bene- 
fits of a personal fitness program, includes views of Larry Lewis, 
a 104 year old runner and Peter Strudwick, who jogs with no feet. 

10. Miss. Authority for Education Television 
Public Television Library 

475 L'Enfant Plaza, SM. 

Washington, D,C. 20024 ^ 0 

"Food and Exercise for Older Adults," Living Better Series, 2 inch 
videotape, 14 min. color, produced by Maetel Dist» Pub. Tel. 

11. Adults Health and Developmental Program 
University of Maryland 

College Park, Md. 2074Q ^ • . ^ 

''Smiles: The Adults Health and Developmental Program," 16 mm, 
30 min. film, 1977. 
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12. Health, Fitness and Leisure for a Quality Life . AAHPERD's fourth 
public information film promotes lifelong actiivity and shows the 
various settings in which health, physical education, dance, and 
recreation personnel serve in programs for otder adults. It isS^ 
aimed at motivating decision-makers to incorporate health, fitness, 
-and leisure' services into programs designed fior adults, particularly 
the elderly. 1979. 16 nin, 20 min., color, sound. Purchase, 
$350.00 (240-26478); rental (applicable to purchase price), $18 
(240-26475). Order from AAHPERD, c/o NEA Sound Studios, 1990 As- 
sociation Drive. Restont Va., 22091. • • • k 
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INNOVATIVE ACTIVITY SUGGESTIONS FOR OLDER PERSONS 

(Submitted by Dr. Michael W. Tichy, Professor, Portland State University, 
and consultant to the President's Council on Physical Fitness and Sports.) 

1. BALL EXERCISES 

1. Bounce and Catch 

2. Passing and Catching 

3. Hand Dribbling 

4. Soccer Dribble Drills 

5. Newcombe 

64' Circle Keep Up 

7. Volleyball Lead Ups 

8. Medicine Ball Activities 
* 9. Pushball 

10. Gymnastic Ball Drills 

11. Relays 

12. Bowling-Type Activities 



2. BAR EXERCISES (Stationary and Loose) 

1 ^"^Stretching and Turning 

2. Companion -Stunts (rowing) ^ 

3* Weight Lifting Type Activities 

4. Hanging (horizontal bar) 

5. Stretching 

6. Rowing Activities Alone , 

. 7. Pull-ups from Lying Position Che m by two partners) 

3, BARBELL EXERCISES . 

1. LighJi^ Wood Barbells 

2. Weight Lifting Activities 

3. Arm Movements Separately 
4* Leg Movements Separately 
5» Combinations 
,6. ' Stretching Positions 



4. BEANBAG EXERCISES 

1 . Toss and Catch 

' 2. Passing and Hand>ing 

3. Toss at Targets (both vertical and horizontal) 

4, Balancing Activities 
' 5. Stoop and Stretch 

6. H^o'd Rotation Activities 

y 7. Fitjger Manipulation Exercises 

8, -Bowling Likd^osses at Targets, for Distance 
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CALISTHENIC EXERCISES 



*^1. Individual \ 

2. Dual ' ^ 

3. Small Sroup 

4. Large G^oup 

i. CARRYING EXERCISES 

1. Carrying and Balancing Objects 

2. Flap Jack Relay 

3. Spoon Carry 

4. Shopping Bag \ ^ 

■ 5. Buckets 

6. ' Carrying Logs (hollow rug tubes) in a Group Situation 
^ CHAIR EXERCISES 

1.- Musical Chairs 

f 2. Assuming Various Positions. 

3. Chair Calisthenics 

4. Rocking Chairs /' 

5. Action Stories 

6. Rhythms 

7. Foot Writing 

8. Passing the Ring 

9. Parachute Activittgs 

10. Proper ^thods of Getting Up 'and Sitting Down 

8. COMPANION EXERCISES ^ 

1. Performer and Assistant 

2. Sitting on Floor and Rowing 

3. Bent Knee Situps 

4. Range of Motion 

5. Passive Exercises 

6. Mirror Mimetics 

7. Partner Exercises 

9. CLUB EXERCISES 

< 

1. Indian Club Drills 

2. All Up Relay 

3. Pendulum Motions . 

4. Large Circles 
. 5. Small Circles 

6. Block Bowling 

7. Push Relay 

8. Smittles 

9. Log Rolling (use large rug tubes ^ 
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10. DRAMATIC EXERCISES 

1. Dramatic Gesturing 

2. Pantomimic Postures 

3. Story Plays 

4. Body Movements Pantomiming Home Chores 

5. Make-Be I ieve Sports Activities 

6. Swimming Strokes 

\ 

11. ELASTIC EXERCISES 

1 . Elastic Exerciser 
'2. Arms Above Head 

3. Pull Across Chest 

4. Leg Extension (bicycle innertube) 

5. Single Arm Flexing (alternate) 

6. ^Alternate Pulls with Partner 

12. EDUCATIONAL EXERCISES 

!• Sirrtple to Complex Sequences (arms and legs) 

2. Arm Exercises 

• 4. Leg Exercises / 

4. Combination Exercises (jumping jacks, etc.) 

5. Simon S«ys 

6. Man-Gun-Rabbit 

7. Stone-Paper-Scissors JiM^ ) 

8. PatteVtiing in Walking 

13. ..EXPRESSION EXERCISES 



1» Facial and Body Expressions 

2^ Mood and Movements--Walking , Lazy, etc. 

3. A Visit to My Friend 

4. Mime 

5. Posturing Depic||jing Emotions 
14. FLAG- EXERCISES 

1. Small Flag Exercises 

2. Arm Circling (indi viduany---in unison with group) 

3. Flag Waving .to a Rhythmic Cadence 

4. Pattern Drills 

5. Semaphore Drills (communicating positive messages) 

6. Passing Flags (circle formation--1 ine formation) 

15^. FIELD EXERCISES 

• 

1. Cross-Country ^Activities 

2. Bird-Watching Activities j| 

3. Walking Through High Grass (high stepping) 

4. Make-Believe Stonestepping (balance exercises) 
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15. FIELD EXERCISES (Continued) 

5. Following Footprints ^ 

5. Cross-Country Skiing (make-believe^) 

16. HOOP EXERCISES 

: • - J 

. 1 . Hula Hoop ^ * A 

2. Ann Movements (circles, stepping through) 

3. Pr»opelling Hoop with*H|inds , 

4. -Tossing and Spinning Hoop (forwarjl and reverse turns) 

5. Balancing Hoop on Hands 

6. Metal* "Hoops with Wire Guide— Cross-Country 

7. '-Hoop. in Fixed Position, Executing Trunk and Leg Movements 
* 8. Wheel and Broom Handle Agility Activities 

9. Balance Drills 

17. LOCOMO TOR EXERCISES. . 

, : ' , 

1 . .Walking Programs 

2. Heel -Toe Relay ' 
*3. Tag the Wall Relay 

4.. Walk-Jog Combinations '-^ 

5. "Galloping 

6. Skipping 

7. Side Stepping 

8. .Heel-Toe Walking 

9. Partner Combinations^ 

18. LOG EXERCISES 

ll. Rug Tubes (small 2" diameters and' 8" diameters) 

2. Rolling Logs from Sitting Position 

3. Arm Exercises (team activities) 

4. Chair Exercises with Tube ^ 

5. Log Pushing with Broom Handle 

6. Arm Exercises— Above Head 

7. Arm Swinging Wliile Walking 

19. MARCHING EXERCISES 

K 

1 . Facing Movements 

2. Stepping in Place 

3. Line or Column Formation 

4. Arm Movements Whi le Marching 

5. Marching to Music 

6. Special Drills 

7. Follo^^ the Leader 

8. Cross-Country ^ 
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20. MEDICINE BALL EXERCISES 

1. Circle Formation (passing ball around) s • " 

2. Double Lines (passing and rolling across to each other) ** 

3. Working in Pairs 

• 4. Sit on Chair and Push Ball Across to Partner * 

5. Have Group Sit on Floor in Circle Formation Mbve Ball 
Around with Hands and Raise Legs as Ball Comes Around 

6. Tunnel Relay " « 

21. MIMETIC. EXERCISES • ' .. 

1. Group"" in Open Formation ' ♦ _ 

' 2. Imitating fluman Activities, e.g.. Washing Clothes, Sweeping^the 
Floor, Baking Bread, etc. ' , 

3. Animal Activities, .e.g. , Flying Like a Bird, Walking Like ans~ '^ ' 
\ » Elephant, Stork Stand (one leg) " . ^ 

4. Machine Movements, e.g., St^ Engine, Rockihg Chair, Airplane, ^-'-^.v 
etc. • I . <> ■ . 



5. Automotile Relay) ^ " V 

6. Combination Arm Movement and Locomotion. 

22. NATURAL EXERCISES - - <«■ - 

1. Human Work Activities (chopping wood, cutting hay* fishing) ' 

2. Lifting- and' Carrying Stones 

3. Throwing a Lariat • *^ 

4. Picking and CarV>ing Fruit . 

5. Husking "Corn 

23. OBSTACLE EXERCISES ' ^ 

1. Walking Arodnt^ Obstacles 

2. Stepping Over Make-Bel i eve Objects 
^^-.3. Walking Tn Make-Believe Water 

4. Slidifflo as if on Ice 

•5. WaTkiifi on Hot Sand 

6. Agility Walk (based on Illinois agility run) 

7. Runni ng Mazes 

24. POLE EX ERCISES * 

1. Pole .is 6 tp 8 Feet Long, 2 Inches in Diameter (paper tube) 

2**c Combination Movements in Cadence 

3. Raising Pole Above 'Head with Partner 

4. Light Pulling and Pushing Movements 

5. Rhythm Movements 

6. Partner Drills 
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2S. PULLEY WEIGHT EXERCISES 

1. Standard Pulley Weight Machine 

\ 2. Am Movemetits (do not hold breath) 

3. Leg Pul\gy Movements . 

4. Reeling as if Fishing 

QUICK REACTION EXERCISES • 

^. Open Formation 

.2. Assume Various Body Positions (such as arms overhead, bring 
right knee up, etc.) ^ 

3. Respond Only to lYi^truction ^ ^ 

4. Simon Says 

5. Ncimb^f?^ange 
6/ Dual Colc^s 
7. Ocean Is \tormy 




ZJ. RHYTHM EXERCISES 



{'hopping, bouncing, march 
s'*(weavifig side to side) 
Music 




1. Leg Exercises 

. 21. Trunk Exercis 

3^ ^Arm Swinging ?o 

'4:* Rhythm Calling 

6. Square Dancing 

* 6. Circle Dancing 

?• Man;hing 

• 8. Hand Clapping Exercises 

28. RING EXERCISES 

1 . Rope and Rings 

2. String and Finger Ring 

3. Ring Toss Activities 

4. Combination Movements 

5. Hold the 'Turkey (ring) 

29. ROPE EXERCISES 

1.. Short Rope (3 feet long) Arm'Exercises 

2-. Tyirtg and Untyi ng^ Knots 

3. Holding Rope in Fixed Position 

4. Combination Arm and Leg Exercises 

5. LoQg Rope (6 feet to 8 feet long) Jumping 

6. 'Arm Pulling Exercises with Partner 

7. 1^ope Skipping Drills 



30. RUNNING EXERCISES . > 

1. Running at Different Paces 

2. Running in Place 

3. Combination of' Jog-Wa^k 
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30. RUNNING EXERCISES (Continued) 

.4. Boy Scout Conditioning Program 
• 5. Running on Different Surfaces (make-believe) 

31/ STALL BAR EXERCISES 

. J. itall Bar and Bench . 

2* Holding Bar and Balancing on One Toot 

3* Walking Hands Up and Down Bars 

4, Reach as High ojp the Bars as Possible 

5* Bent Leg Si tups (toes hooked under bar) 

6. Side Bending Exercises 

J. Stretching Drills . 

* * 

3^. STRETCHING EXERCISES 

K Stretching from Sitting Position 

^ ' 2; ^tand and Stretch 

3. Mad Cat ' 

4. Lateral Stretching 

5. Twist 'and Stretc}) 

6. Static and Ballistic Stretching 
?• Various Positions 

33* WAND EXERCISES 

'1. Wooden Dowel (about 40 inches long) 
• 2. Exercise to Given Cadence 

3. TWp-Hand Raise Above Head--Twist Riiht, Twist Left 

4. Extend Both Hands in Front of Body, Rotate Right Hand Down, 
Left Hand Up ( perpendicular*, return to starting position) 
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"MODULE 7: HEALTH EDUCATION 



INTRODUCTION 

The process of aging is the underlying theme of this module. If the 
HPERD practitioner has an accurate understanding of the developmental 
concepts of aging, this should facilitate the establishment of a curricu- 
lum that uses preventive, interventive, and postventive health care tac- 
tics. True, n^Snir^ly^dents will visualize an "aging" course in health 
education as one that stresses.. diabetes , arthritis, and degeneration, 
not to mention disabilities and death. For many students, developmental 
aspects of "getting older" become relevant only when they start .fi ndi ng 
gray hairs* on their heads. Even then, the number of gray hairs serve 
as the "getting old" -gauge. 

My experience with this course has led me to believe that if a 
student is not future oriented , the information presented is often per-, 
ceived as irrelevant ("It's too early for me to consider that"). Thu? * 
upon leaving the classroom, the student is often prone to disregard the 
interventive and preventive suggestions. Also, it is not uacomnon for 
some students to drop a course such as.Ahis because they are threatened 
by the subject matter. Death is not necessarily the precipitating factoy 
which .undermines their interest. The culprit is often fear of physical 
change (loss of youthful appearances) due to degenerative processes. 
This is not to say that- gerophobia is pandemic, b^t rather'' that i,t may 
be present in degrees in your <tUss.room. ' ^ 

Health education classes often focus on the aging body.. Thus this 
particular module emphasizes biological and iphys1ologica^/<<ging and 
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touches briefly upon various psycho-social aspects. Another reason for * 
our 'emphasis is that many colleges and universities deal with the psycho- 
social realm o^ aging under various disciplines (sociology, human devel- 



t)pment, family studies , psychology ) . 



\ 
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The role of health educator is seen as an integrative one, stres's^ 
ing the healtl^ sciences within the context of interventive, preventive* 
and postventive health practices. The ultimate goal always is improve- 
ment or maintenance of health and well-being. 

This moc[ule will focus gn the following major themes: 

Integration of the physiological, psychological, and sbciologi- 
'Cal corhf^nents may lead to a better understanding of the complexities of 
the aging process. . 

2. Aging begins at thre cellular level • A complete theory of aging 
must consider this functional unit, the cpll. 

3* 1 Phys^h>44;igtcal age changes car^'be deterred by preventive a?l?l 
interventive health practices. Postventive measures may*help to main- 
tain or restore functioning capacity in the older adult. 4 

N 4. There are choices one can make to deter early onset of patholo- 
/ X 

gie^ associated with ah aging body. These choices will bo presented and 

• 1 - , I'' 

discussed whenever/appropriate. 

* > 

By and large, the learning activf t_iGS are designed to help the 
reader to tr^inslate each concept into HPFRD program development. 

f 

OBJECTIVES or THE MODULE; / ' ^ 

t 

. Once you have finished reading this. module, the flPFRD professional^ 
should be able to: " , * '^v 
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1. Explain physiological, psychological, and sociological processes 
^ of aging from a health education perspective. 

2. Suggest preventive, interventive, and postventive factors which 
will enhance the aging process. 

3. Explore positive aspects of aging. 

,1. fntegration of the physiological, psychological, and sociological 
components may lead to a better understanding of the complexities 
of the aging process. 
— , Concept I* We are all aging individuals. 

A. Stereotyping of the older individual is not difficult 
P to establish." The gerontological literature is filled wUh countless 

examples of such* misconceptions. The media, especially television, per- 
petuates myths of old age through the characterization of older adults 
(i; 2, 3) as well as through literature, drama, and poetry. 

B. Aging is a process, not. a state. Shakespeare described 

the seven ages of man ih As You Like^ It (act 2, scene 5) with a great \ 
I ^ \ 

\ deal of foresight. Although various classifications of old age have 

been developed to fatflitate differentiating stages of growing old, the 

following appears to be most useful (58): • - ^ ■ 

\ 1 Middle age is the ^cond half of a person's working career 
• - * i S 

(^5., ages 40-55 years). ^ 
\ 2.. Old age is the immedi ate f ost-re^i rement per'.iod, when there is 
usually no gross impairment of function or homeostasis (e.g., ages 65-75 
year^, sometimes described as young^old age). 



A. 
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3. Very old age is a stage^^^eh^n there is usually some functional 
impairment but the individual can sti'l^ live a relatively independent 
life (e.g., ages 75-85 years, sometimes^lJescribed as middle old age). 

4. Extreme old age is a stage where institutional and/or nursing 
care is usually needed (e.g., ages 85 years and over, sometimes describe 
as old, old age) . 



LEARNING ACTIVITY: 

Objectives: To exami'ne the degree of future orientation of the 
students >n your classroom. 

To sensitize the students to their vulnerability to pathologies. 

To introduce the concepts of '^making appropriate decisions that 
will preclude healthful aging." ^ 

1 1. Distribute a 1 i fe^ expectancy test (67). 

2. Have the students fill the- test out at home. Once have 
calculated ^their approximate life expectancy, have them tabulate their 
projections about how they will age in the physical, psychological, and 
social areas. , / 

3. If they report their projectiDns\ usi ng each decade as a unit, 
starting with the most relevant decade, their charts should be eas^'fy 
organized. ^ . ' / 

4. Specific joints to cover under each area may be as foJOows: 
Physi ca I ' Psych ological Socia 1 



appearance ^ 
weight! 
acti vi ty lovel 
hobbies* 



crises 
losses 
^f^xudl i ty 
depressi on 
occupation 



marriage 
i'ami ly 
cHi ^Iren 
chtxrch 

mizations 

i nc7 
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5. When Students have" completed the assignment, divide the class 
into Jpiall groups. Have each group chose a recorder to take notes. Let 
each member of the group share the-ir respective projections. The record- 
.ers will sumnarize the group's dialogue. Once all groups have finished 
their dialogues (about 30 mjnutes per group of six), let each recorder 
report to the class. Dialogue may follow with each report. 

II. Aging begins at the cellular level. 'A complete thiteory of aging 

4 

must consider this functional unit, thej:ell. 

. . \ 

Concept I: Theories on aging may exemplify how various scientists 
define the agi ng^ process . ** J 

A. Some theories are more widely accepted than others. On 
such .theory is the crosslinking tWory (see the physiology of aging 
module); The formation of crosslinking agents can be reduced by adding 
antioxidants to the" diet in proper amounts and under thepippropriate 

'condi ti ons. 

B. -All polyvalent metal ions are potential crosslinking 
agents (8). Unnecessary exposure to aluminum compounds, found in ant- 
acids, coagulants,, and baking powder|||jjias been advocated (aluminum con- 
tent increases, with $ge, in the brain). 

C. Oxidation of unsaturated fats is another c6ntrollable 
source of crosslinking. The formation of crosslinking agents can be 
minimized by the use of an antioxidant. Vitamin E and selenium are 
the most thoroughly known (8)^ 

D. Reducing or omitting the intatce of unsaturated fat^, is 
another means of minimi zing 'the formation of crosslinking agents, 
Bjorksten summarizes th^ alternatives as follows (10, p. 73): 



# •* Since saturated fats are contraindicated in circulatory 
Nxlisease, alternatives would be to cut out virtually all fat, 
except a" mode rateL amount 6f linoleic acid and lecitrtin, and 
to use carbohydrates as the principal onergy source in the 
diet, or t6 use unsaturated fats with concurrent administra- 
^^tion of vitamin E and lecithin in adequate dosages. 

Refer to Bjorksten (10), dIscussfWon toxi city I and suggested dos.ag. 

vitamin 

E: Harman^s free-radical theory (29, 30) has been supported 
by others (27). Agents Df the free-rad^ical theory are ^Iso agents impli- 
cated in the crosslinkir^ theory. ^ 



Jr. Other theories, such as the autoimmune theory (12)T^he 



mutation theory (6, 13), the collagen theory, and the biological clock 
theory (14)-, are also of interest and importance. • Ihe effects of radia- 
tion upon'the body (6, 8, 12, 13) and the results. of hormonal Imbalances ' 
(14) are implicated.. 

^ K G. Radiation effects^ Implicated in both the cro^slinking, 

\ 

autoimmune, and mutation theories may be discussed in a practical jiSnner. 
For example* the long ultraviolet rays of the sun are responsible for 
sunburns* Wearing sunscreen containing para-ami nobenzoic acid (i^ABA) is 
reportedly most effective foAslAr/ care. The damage done j!)y sunburn, 
peeling, and, finally, skirr h^elllirjg is irreversible and cumulative. 
PABA (5 percent) will block oik theXlong rays but stilj allow tanning 
via the short rays of the sun.i Sun/ rays most dangerous between Hhe 
hpurs of 10 a.m. and 2 p.m. standard time and 11 a.m. and 3 p.-m*" dayl ight 
rSavings tirte. \ >' V 



o ■ H. Arf excellent overview of various theories oHaging ca^n 
be found in Weg's Nutrition and tf(e _ Later Yekrs (5^jT" 
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LEARNING ACTIVITY: 

Obje^ive: To synthesi ze the theory presented and apply suggestions 

^ma-de by theorists. ,\ 

- DiscusT'The^ between ivfi vil^ and in vitro studies if 

you present data that could be challenged \jue to experimental ^proceciure^ 
2. Discuss the role of vitamin E (36) as an antioxidant, 
3* Describe lecithin and its ^iDurce (36). . . 

4. Discuss where commonly ingested metals implicated in. cross- 
linking and free-radical reactions may be encptJutered in our daily rou-- 
tines (e^8*» hard vs. soft wa^er,^air pollution, ^c). ^--^ 

5. Ask the students which of the theories seems most plausible. 
They should be able to def'end their choices. ^ 

' .- \ " ■ / % • 

Concept II: "An understa\iding of biological and physiological aging 
A. Aging is not expressed by individual cells but by cell 




eage-s. Hayflick (32) examined in vitro the process of aging at the 
ceHular level using human fibro blasts. These cells demon-strated char- 
acteri Sties of being innately^ programed to stop dividi#>g^at a fixed 
doubling, approximately (SOilO). Recent studies on cultural fibroblasts 
obtained from human skin biopsies suggested that the number o^popula- 
tion (jloublings undergone by normal human fibroblasts in culture .is 
inversely proportional to the age of the donor (32). For a mdrVjle- 
tailed discussion, please refer. to thg physiology of aging module. 
,^ B\^^^^^ge^^^c)r^^rTn cell organelles., tissues, and systeri]s 

s/iould be pre|^ntecf with enough details^ that' Students may delineate, 
to the best of their ability, the normal processes of aging v^r*sus the 

\ 



ic . \ 



pathological. The Spenco slide/pro^frams are reconmended only as an 

audiovisual aid in describing body organs o\ as a means of clearly (le- 

fining pathologies c^f the\.hunidn body, 

C. Preventive, interventi ve, and postventive measures may 

be discussed in canjunction with each unit of the physiology of agin^. 

The health educator's role should be to provide "action suggestions" 

^hieliorate or influenceHhe health or lifestyle of the student via 

accurate anrf appropriate information^ Ultimately, the students make the 
«\ * 

choic^but ^^t least you have presented the facts, 

iSw Areas of prevention (via education), intervention 

(action now ) » and postvention- (rehabilitation or change ^of routine) may-^ 

* » 

include: 



1. Diet (effects of poor i\utrition on dentition, 
weight bontrol , mental health'/ and overall body response), ./ 



^ 2. Exercises (i,e,, role of exercise not only in 

cardiovascular/^fiseTse^ but also in diabetes and stress and tension 
release) ^ /. ^ 



' 3. Environment (e.g,, noise level, air pollution, sun- 



light, and drug exposu 



ihe), V 
E, Non-^iRew^ stud^ may become anxious by detailed, 
(j sophisticated presentations of body systems. Their focus should be 
^ ^u^n the health aspects of daily living so as to promote a healthy life. 
If your students are required to learn the anatomy ahd physiology of 
each system, perhaps you should re-examine your goals of this particu- 
1^ sectioK^ ' 

ERIC /. \ ' ' 
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LEARNING' ACTIVITY; ' ' 

Objectives: To expose students to developmental processes of the 
aging body. . 

To expose students to the effects -of negative habits upon the body. 
To initiate change in the students' lifestyles (none of us is 
perfect!). 

1. Use several overlays burned frckn xero/ecf pictures from physiology 
or anatdmy text to illustrate lecture destriptions. 

2. Have the students log» for one week only, their dafly habits 

(try not to choose midterm break, rush, hpmecorfiing, or midterm exam 

weeks). Habits may include leisure activity, d^t, hobby, exercise,* 

church, xcormiunity-related activities, interaction with peers, etc. 'The 

purpose of ^is activity is to put into perspective how unhealthy habits 
J". 

may be perpetuated later in life. The students may evaluate their own 
logs and answer the questions: 

a. What are your worst habits and why? 
. b. What are your best habits? 

c. Do you like your lifestyle (giVen the constraints of 
stib^nt life)? 

*d. What would you consider changirt^? 
e. What will you change? 
\^rhaps*this exercise will gi^e students a^chance to prioritize their 
health beliefs and behaviors. - 

'LII. Physiological age changes can be deterred by f?revent3ve and inter- 

vQTitVe health practices. Postventive measures may help to main- 
0^ tain or restore functioning capacities to the older adult! 

ERIC 18,9 



Concept I: Disorders, diseases, and limitations of the middle-aged 
and older adult may.be due to p^r health habits. ^ 

A, Obesity, gallbladder diseases, and anemia often become 
apiparent in middle age and are -then carried ov€r into old^'age ^64). 
Thesefdisorders, if not corrected or curtailed, may interact or lead to 
othej disorders^ such as diabetes mellitus, arteriosclerosis, varicwe 
veins, hernia, osteoarthritis, cardiovascular disease, peptlculcer, 
and hypertehsion. A person wha- i's overweight wJi^n enterirvg th?' hospital 
for^eal^h^ cdra^f^as a^Jhi^her' r .for respiratory difficulties, height- 
•en'ed fre<^iBJi'cy;»t>f" th^dmboembolism, infection, and nervous bceakdown f.rqm 
» surgef-y (64) . - „1'.' ' ' v 

B. Some frequent age-related di^orders;<^ ^ * C* « ^ * 

V 

-1. Arthritis.- . ■ . . /• -.v /" - 

■ «>- 



a. Arthritis affectsl a)i5proxitnate«ly H p^Gyenfe.p"^"*' 
men and 23 percent of^women over) 45 and- is tf\e secor^^M^sV^us^ of 
limited activity for an individual. OsteoaFlhr?tii-^4^SJ^ 
form of "arthritis's for 1^ose aged 50 "and over and affect§> j^ositl^*thid 
weight-bearing joints (knees, , hips, and spine). Rheumatoid arthritis 
is -the most destructive and disabling form of arthrit^. Unlike osteo- 
arthritis, it may spread through ^he bd<^^ by causing disease in the 
lungs, muscles, hearty eyes^ spleen, and blood ve^^els. ^Rheumatoid 
arthritis^^jlferused by infection, v5hereas osteoarthritis is attributed 
to the "wdar and tear" that occurs in the joints of older adults. 



b. Warning signs of arjthritis are (4):'' \^ 

i. Persistent pliin and stiffness upoTT rising. 
• ii» Pain 5r tenderness in one or-more joints. 



1 , i^'o 
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't>^. Swelling in one Dr more jointSi^^ 

iv. Recurrence of these symptoms. 

V. Pain and stiffnes^n the neqk, lower 



%dck, knees, and other jointK^ 



aAd feet. 



vi • . Tingling sensations in fingertips, hands. 



vii. Unexpected weight loss, feyer, and v^akne§s 
There are five major forms of arthritis*/ Osteo- 



arthritis and rheumatoid arthritis, th^ most common, have been discussed. 



The others include gput, rheumatic fever, and ankylosing-spindylitis.. 



- » / » 



^ d. Treatment for these conditions includes rest, 

exercise, intake of iron and vitamins, spas,. horrndTn^s* linaments ,and eyint- 
mefjts, drugs.^'lmd local applications of heat (17). Drugs prescribed are 
usually divided into three categories:' ^anti -inflammatory, anti-infection, 
and analgesic. ^ ■ ' ' 

- 2. Diabetes. • ^, ^ • 

\ a. Presently, diabetes is the* third leading cause 

of death fn the United States. About 75 percent of 4II cases occur in 
persons over 50. . , 

b. Diabetes mellitus is a chronic disorder of 

. \' : • 

carbohydrate metabolism resulting from, a deficiency of insulin (secreted 
by the pancreas). It is characterized by increased blood sugar content 
(hypecgilycemia) and the. presence xif.sugar (glucose) in the. urine, (glycos- 
uria). A disturbance of fat and protein metabolism also exists. 
Diabetes insipidus is caused by- an inadequa^Ksecretion of vasopressin. 
Vasopre*ssin is an antidiuretic hormone secreted ii a the pituitary gland. 
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c. The normal lev^^of glucose usually does not 



exceed 160 m'g sugar 100 fl^*bH)o4- In diabetics, tlmlV/el rises 



above 200 ifig per 100 mg blood. 




d. One may be predisposed t;o diabe'tes. Th^t is. 



dia&etes may Ite dormSfrt only to emerge in clinical form. at a certain 



point in the ^-individual's 'l ife. Obesity, infections, trauma, and emo- 
ional •'Stress are other contributing factors. / 

-J . ^ ' V . ' ■ ■. -\ ■ 

' e. Cafhplicatiorvs of diabetes'mellitus may include 

the following: retinal lesions or cataracts (retinopathy appears to be 
* * - - ^ } \ ' 

significantly influenced by both the duration and degree of diabetic 
, control) '(37), gangrene, atherosclerosis, hypertension, cerebral vascular 
♦♦disease, ostepporosfi's, goUt, and impotency. \ ' 



f. Nft cure. is known for diabetes, but it can be^ 
controlled by diet atlone,.oral medication., or insulin. 



V. 



V g^ Can'a diabetic -exercise? Exercise l?y diabetics 

has been^most effective'' in reducing' i nsul.in requirements (8). 

^ ^-.5:'"^, Hypertension, ^ieart\disease, and stroke.^ 



' • • a. Coronary risk facto>^ have been' identified by 
several investigators. Out of n\ne faciors^j four can be controlled,/ 
two can be treated by a physician,, and the-remaining three are left /to 
mother nature's dtscretion. ' . » / ^ 

\ ^ b. Four controllable factors are prevention of 

obesi^t^^^^ smoking, inadequate e^xercise, arid too much emotional stress/ 
Two treatable factors are hypertension arjd high, cholesterol. The'fTf^e 
factors beyond contrpl are suscgptibilit/ due \p age , 'f ami ly. history , 



/ and diabetes me1l*a/tus. (2^, 24). 



\ 
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c. The implications for interventi ve, preventive, • 
and postventive suggestions may be discussed in light of diet, exercise, 
work habits, relaxation techniques, etc. 

d. Hypertension is found in children and is common 
in middle-ased and young adults. In younger a^e groups, hypertension is 
more conmon in men. - Women surpass men most markedly after menopause. 

In older people, women have a higher incidence of high blopd pressure 
than men— 28.3 percent versus 26.7 percent after the age 75. Ninety- 
five perceni; of all" hyper-tension is "essential" or "primark" since it 
doesn't stem from a known cause. The other 5 percent of the population 
may have "secondary" hypertension, because it is a side reaction to a 
known abnormality. When the abnormal 1 ty is cured, blood pressure r^- 
turns to nomal (22). 

The level of capacity available at 70 and 80- is a conse- 
quence of all that has gone before— one's heredity, the inter- 
action with human and physical environments, nutrition, ex- 
ercise, intellectual and affective pursuits— in the. to^al 
life style to date. (63, p. 250) 

e. Continued use of one's body and vigorous exer- 
cise can prolong physical capacities and reduce the risk of cardiovasc^- 
lar disease (63). 

f. Modifying one's diet by reducing overall caloric 
intake, decreasing fat and cholesterol intake, and limiting one's desire 
for sugar may also diminish th^ risk of coronary ^rt disease. In- 
creased intake of minerals and vitamins has been effective in combating 
osteoporosis and "senility" ( acute senile dementia) (63). 

g. To cut down or quit smoking could reverse the 
excess morbidity and mortality related to lung and oral cancer, pulmohary 

* 
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diseases, and cardiovascular disease. A twofold increase in the overall 
death rate of smokers to non-smokers presently exists and is at its 
pteak from ages 45 to 55 (63). 

h. The pace of terican life--high achievement 
oriented, compulsive, and constantly pressured by deadlines — does 
not lend itself to a stress-free environment. The effects of stress 
'upon the bod^fftre numerous* and so it is important to relieve tension 
through exercise or relaxation techniques in order to rid the body of 
negative pent-up emotion. * ^ 

LEARNING ACTIVITIES: 

Objective: To enhance the students' understand! n^g of disorders 
associated with aging. 

1. Invite guest speakers from local foundatrons or chapters to 
•discuss interventive and preventive measures regarding arthritis, dia- 
bet^s, heart disease, cancer, etc. * . 

2. If possible, obtain slides demonstrating structural changes 
relevant to your^lecture. Slides may be obtained from various local 
chapters or a nearby medical school. 

3. Often the American Cancer Association and the Heart Association 
have "games" which may be used to help students determine their vul- 
nerability to such diseases." 

Concept II: Special nutritional- needs of the older adult and. how 
they differ from the needs of others. 

A. Being overweight, rather than underfed, is believed to 
be the greatest problem among older persons.' Obesity, although related 

194 
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in the beginning to genetic individuality, develops later in life as a 
result of caloric intake being- greater than caloric expenditure (63). 
Contrary to earlier beliefs, the number of adipose cells in adult-onset 
obesity is not fixed and may increase (52). 

B. Obese persons are predisposed to a number of affl i^ctions . 
Among these are diabetes mellitus, arthritis, heart disease, gout, hyper- 
tension, kidney disease, hypercholesteremia, hernia, thyroid disease, 
colitis, peptic ulcer, and cancer (60). ^ 

C. The contribution of refined carbohydrates to morbidity 
and mortality among older persons is well defined. For example, sucrose: 

TT* Increases t+ie level of serum cholesterol, thereby 
adding to the vulnerability to cardiovascular attack. 

'2. Exhausts the pancreas, leading to maturi ty-onsQt 
diabetes^ in a percentage of older persons. • 

3. Contributes to the metabolic patterns for obesity 
(63). Some researchers have suggested adiposity, and not caloric sources, 
as the culprit responsible for the prevalence of maturity-onset diabetes. 



. > 



D. Modified eating patterns (e.g., smaller meals more 



frequently as opposed to two or three large meals) have been shown to 
make significant differences in intermediary metabolism and eventual 

body composition (63). 

E. Undernutrition and malnutrition are legitimate concerns 
for older adults. Government and private surveys in the United States 
have revealed high frequencies of low^calcium, iron, and ascorbic acid 
intake as well as a lack of essential trace elemehts and bulk from 
vegetables. Although few older persons exhibit primary or frank 
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malnutrition (e.g., as evidenced by scurvy, beri-beri, etc. J, milder 
symptoms sucf> as loss, of appetite, general malaise, listlessness, in- 
somnia, headache, and irritability are often exhibited. Of ten these 

t 

symptoms are considered signs of aging or the result of non-nutritional 
causes (63). *• . * ' 

F. Living conditions of many older adults as well as en- 
vironmental /actors may contribute to an inadequate d^t. Some of these 
are (63): * * . ^. . 

'1. Poor dentition (leading to the el i'mination of 
salads and meats)* 

2. Inability or reluctance to shop for a variety of . [ 
foods .(e.^., due to "transportation, income, and physical disabili ties)* 

3. Death or divorce of a p^artner (leading to loss of 
motivation to cook a balanced meal ahd the overuse of sugar-rich foods 

\^ and beverages). , ^ 

4. Institutional and/or restaurant cooking (providing 
meals with significant loss o-f heat-labile vitamins). 

5. Stresses of living. 

I' 

G. .For a review of functional changes of the digestive 
systeiji, refer to the physiology module on aging and to Weg (63). (Note 
that Weg's writing style does not lend itself to clear and strat^gl^tfor- 
ward sentences, but the organization of the materials and literature 
search are excellent.) 

H. The role oftiutrition with respect .to atherosclerosis, 
cardiovascular disease, cancer, diverticulosis, diabetes, anemta, and > 
osteoporosis has been discussed and well documented by Weg (63)* 
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U Behavioral changes in the older a'dult have been at- 
tributed to significant changes in the physiology of the person. Data 
suggest that a decline in taste and smell receptors* especially after 
age 60, le^ds to a progressive elevation in taste threshold/ AUhough 
the health behavior of older adults is not easily summarized, Weg cites 
"some persuasive notions" that appear in the literature (63): 

1. Older persons tend to increase carbohydrate intake, 
with a d^ignificant increase of refineS sugars at the expense of more 
nutritious carbohydrates. (Carbohydrates are easier to chew, more palat- 
able, and cost less, than proteins, fats, or fruits.) 

Z, Generally, the research indicates that malnutrition 
among older persons exists in different forms: overt (diagnosed from 
subclinical biochemical tests) and marginal (observ^sUfuring or after a 

period of stress).; 

3. A high proportion of subjects eat a diet deficient 

in one or more nutrients. 

4. Calcium and iron are the deficient minerals most 
frequently noted. Vitamins C and B-comp-lex are most fre^qu^tly found 
to be low or deficient in amount. 

5. Diets of homemakers who were 55 to 74 years olB 
were more adequate than those of older women. 

6. Although large numbers of older persons in studies 
examined know about balanced diets, knowledge of basic food sources and 
functions is limited. Dietary practices were frequently not related to 
dietary knowledge. 

I 
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7. Most older persons walk to the store and shop at a 

4 

particular store because of" proximity. 

8, Social isolation,' especially for the poor, older 
adult, contributes to the lack of interest in foods and to dietary 
inadequacy. 

J. This section on nutrition was written to distinguish 
specifically those .factors relative to the older adult from those other 
factors rela|ed to the general, public. If your desire as a teacher is 
to expound upon the "basic-four*," etc., Guthrie (28) 'and Kirschmann (36.) 
are recommended references.-* However, many older adults 'have heard 
"basic-four" lectures ad nauseum . 

K. The general public is constantly exposed to a variety 
of diets, with the Pritikin diet and Atkins di4t among the mostrpopu- . 
lar. A recent diet specifically directed. to aging has been Dr. Franks" 
"No Aging Diet" (23). Keeping up with what is being recommended to the 
general public is an important task of any educator, so read magazines 
that promote diets for older adults* 

See the appeodix to this module for sample lesson materials* 

LEARNING ACTIVITY: 

Objective: To' give students the opportunity to log their nutri- 
tional intake and calculate their caloric expenditure. 

1. Distribute a log sheet to your students. The sheet shown in the 
appendix is a suggested example (54). 

2. Once students have logged their assignments, review the logs 
thoroughly and consider making a private appointment with those stu- 
dents who may need nutritional counseling. 

Ids 
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3. Use movies whenever applicable. Discuss the movies in light of 
developmental processes. 

IV. Psychological aspects of aging— A healthy mind living in an aging 

-"■^body. ^ 

Concept i: Senility is a misunderstood word, which even physicians 
are too eager to use. Misdiagnosis of outward symptoms indicative of 
senile tendencies is 'not uncommon (3, 7). 

A. Simply stated, senility may be defined as the deteriora- 
tion of the mind and "normal" behavior functions as a result of physio- 
logical, psychological, and -sociological changes. 

B. The major caused or factors associated with senility 
may be divided into three categories: biological, psychological, and 
sociological. Some biological factors include brain diseases or 'disorders 
such as senile dementia, cerebral arteriosclerosis, Alzheimer's disease, 
and Peck's dise^ie. -Psychological factors include stress, hypertension, 
fear, depression, and apathy. Sociological factors include non-activity 
6r decreased comnunity or family involvement,, isolation, and lo^ .of • 
spouse. Other factors include alcoholism, malnutrUion, tumors, trauma, 
viruses, and drug^. . ' ^ 

JII C. Alcoholism is common in the elderly, and one-third of 

olpr*Htients c(Visidered for commitment to state psycljid^ic hospitals 
have a background of excessive drinking (41), Mai nutritional states 
reflect simultaneous deficiencies of three or four importar^t vitamins 
(vitamin A, ascorbic acid, riboflavin, and thiamine) (41). Errors by 
the elderly in the self-admini strati on of medications are common and 
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often Tead tp senile dementia (40). Diuretics may lead to dehydratio# 
and mental confusion, and CNS drugs (i»e^, phenothiazines , barbiturates,'^ 
etc.) may cause confusion, disorientation, or wandering. 

D. Results of the above factors infclude short-term memory 
loss, a reduction in the r^ate of new lea||^ing, an inability to do.cou-- ^ 
tine*" tasks, strong emcj^^ional outbursts, unusual behavior, confusion, 

and death. ' . 

f < ■ ' ' ■ 

^ E» Treatment for thromc disorders include .institutionali- 

zation, psychotrophic drugs, activity (mobi 1 izatian) „ and "tender loving 

care/' The elderly with. acute disorders may receive dietary treatment, 

medication, rehabilitation, psychiatric care, and activity (stimulation) 

(65). , ' * 

F. Recent research has concluded that senility is becoming 

one of the worst public health proble^pis in the United States (34) and 

that choline S^lecithin treatments have been cited as major break- 



throughs in the search for a cur^ (34). 
• In summary: 

One way to ensure "senility" is to misdiagnose a case 
of reversible Cognitive disorders and consequently treat the 
patient as a case of chronic organic brain syndrome. The 
medications and the milieu experienced by patients with the 
diagnosis of chronic organic brain syndrome will certainly 
combine to fulfill the prophecy. The clinical rule is 
to seek out and diagnose the pseudosenil i ties with the ex- 
pectation that effective therapy will follow. (41, p. 87) 

Other concepts dealing with memory, learning and psychomotor skill! 
are covered in the psychology of aging module. Please refer to the' ap- 
propriate sections for further guidance. 

Some. suggestions may be included here regarding "older students" in 
the classroom (50) : 
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1. If older adults are attending your class, -you are advised to 
distribute to them class outlines with adequate spacing between sentences. 

2. Allow the older students as much time as they need to write 
exams . 

3. Most older adults are better at recognition questions (i.e., 
multiple choice) than recall questions (i.e/, essay or short answer).' 
In order to give the older student an appropriate exam, you may wish 
to consider these suggestions. 

4. Older students do "not react readily to questions posed to them. 
Allow time fo»^ processing. 

Concept 'II: Sociological aspects of aging may include as many rele- 
vant issues as one chooses. This unit will focus briefly on retirement, 
economics, crime, the battered elderly; stress and tension, death and 
dying, and sexual fty. ' '^V^ 

A. Retirement » 

1. The definition of retirement depends upon who is 
us^hg it. It may describe an event, a crisis perioTI, or a stage of life. 

' 2. Adjustment to retirement depends upon one's fferson- 
ality expressed throughout life (49). Five personality types are defined, 
out of which. two groups were .formed: those who adjusted relatively well 
and those who adjusted rather poorly. The "well-adjusted" group included: 

a. The 'Mature" men, who have been realistic about 
and accepting of their limitations and potentialities. , 

b. The "racking rhair" men, who have been passive 
throughout their lives and welcomed retirement as freedom from 
responsibil i ties. 
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c. The ^'armored'^ men, who'have^ maintained' a well- 
devlaped defense system against anxieties. They have worked off anxie- 
ties through intense physical activity and involvement with life. 

The 'fol lowing personality types represent "poorly ad- 

justed" retirees: 

d. The "angry" men, who are bitter at having failed 
to achieve their personal goals in earlier life. They blame others for 
their predicament ^and are angry about becoming old* 

e» The "self -haters," who express disappointments, 
• as do the angry men, but blame themselves instead of others • Growing 
old emphasizes their feelings' of inadequacy and worthlessness * The 
prospect of agiflg depresses them. 

3. S6me aspects of adjustment to retirement* t 

Positive, • . - ^ 

i* Freedom from a long-term career activity, 
it. Relief from stresses of a job. 
iii. Opportunity to develop new interests and 



activities* 



performance^ 
economy. ^ 



b* Negative* 

\ . Loss of routine. 

ii. Reduction of income, 

iii. Reduced challenge to one*s psychological 

\ 

iv. Loss of status as a contributor to the 



V. Broken contacts with associates* 

202 • 
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4. Factors which may cause poor adjustment to retirement: 
a.^ Reduced income (most t^'roittinen^t). 
U. Missing one's job. 

c' Declining health, or death of spouse, etc. 

5. Factors corltifibuting to a good adjustment:^ 
a. Sufficient income. 

br Ability to gracefully give up one's j-bb.'v 
c. Good health. ■ . \ 

"d. Situational change at a mini^num. 
' 6. Activity theory , ,substi tuition theory, accomfflbd^tion 
theory, and disengagement theory may all be applielf to retirement topics 

(9). ^ \ 

7. Retirement income may be briefly discussed* in this 

uait with options divided as follows-: 

a. Government pension plans. 
• i. Social Security. 

ii. Civil Service. ' • 

iii . Military. 

b. Industrial pension. 

i. ^^Participating. 

ii. Non-participating. 
^. Private pension. / 

- i. Individual retirement account '(IRA). 

11 . Keough plan. ♦ ^. ^ 

d. Self-employmetvMH- part-time employment. 
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e. Other. 

i. Savings. / ' 
• ii • Investnients* 

iii • Insurance* 
B» Economics. 

K Retirement brings a reduction in income for most 
older adults* The reduced income has a direct effect upon housing, medi- 
cal care, transportation, groceries, clbthing, etc. * ^ 

2. The official 1970 poverty index states .that over 
25 percent of older couples and 40 percent of older adults living alone 
have incomes below poverty level (1, 15). Although in 1970, older adults 
in the United States comprised 10 percent of the population, they repre- 
sented 20 percent of the poverty stricken (1). 

3i* The economic status of the elderly affects their health 
care\ In 1973, persons 65 and older accounted for 28 percent of thai^ 
$80 billion bill for personal health care (9). Personal health costs ^ 
of^older adults in the United States are. between two and three times 
higher than the amount that might be expgcted on the basis of chance 
alone (older persons had an average annual medical bill of $1,0^2 as 
compared with a bill of $384 for persons aged 19 to 64, and $167 for 
persons under the age of 19) (9). The older individual insured undeV * 
Medicare in 1973 could expect to have only 4j0 percent of the health 
bill paid by Medicare sources and could expect to pay $311 '{on the 
average) from personal funds* 

4. Healt;h care providers, under the stress of in- 
creased demand, tend. to change the character of the- services they pro- * ^ 
^ vide by offering >ess preventive and more acute care. 



. C. Crinie and the elderly. 

. M ' ^:' The elderly are the least likely age group to be 
' " . . ^ • ' % * * * " , , 

victimized. 'However, they,' are more likely to be victims of predatory. 

crime, where' the intent is to obtain property, ^ather than violent . 

-crimes, where the inten;<1s to injure, ^e economio,. physical , social , 

^ • • ' ■ ^- 

and psychological consequences of criminal victimizati^on are much more 

traumatic ^f or 'the- elderly than for younger age groups (39, 46). 

• . «^ x'. Factors inherent in the aging' process which increase 

the elderly 's vulnerability to victimization: , ' ; • '■ 

^ _ ... i^^Qpp-^t^^-'g-^afjjs :-"^ Appr6xfmateTy"lJn^-lTBtf 

persons ..over age 65 are. retired and living on fixed jnconies. 
^ . " b. Physical well-being :' Condi tipns^ predisposed . 

to an aged population make the elderly more yulnerable to crime.'". Fur- • 
'thermore. the general public is aware of these conditions, making the 
elderly ^sy targets for crime. , , 

c. Environmental factors : Sixty percent of the 
elderly live in metropolitan areas, and mos± of these 60 percent live 
in the central city, where crime rates are high. The unemployed and 
teenage dropouts are the victimizers. *. 

d. So cial factors : The elderly are often isolated 

and live alone (16). 

3. A signific^ psycho-social effect of victimiza- 
tion of the elderly is -fearing crime. Women, blacks, persons of lower 
s(5fcio-econgmic levels, and persons who live in large cities tend to be 
mos\ fearful of crime. A major consequence of fear of crime among the 
elderly is called "house arrest." According to Goldsmith and Tomas, 
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» / ' ' "Hpj^se ^rrest 15 a form of self-impose* incarceration, where the ter- 
. rorizecl remaifi behind lockect doors refusi-ng to venture out .unless ab- 

• • ' ^ .'solutely necessiary" (25K House arrest can lead to isolation and - 



' . i|.-.loni^]1ness*» 



♦ 




4. Cj{*inte_^ prevention in the 'forum of community arpgrams- 



\. .V. ■ ■/ 

'designed to,edQcate and fra.in the elderly to .reduce criminal vfictimiza- - 

- tion ajre both volunteer ^nd self-help .programs (12).' Volunteer program^ 

, recogrvlze the ttrae, knowledge, and' experience the elderly have, which 

-hiiH^e them- effective in crt^e prevention. Se*lf-help programs are com- 

mufitty progranis in .which the'e^derly are actively involved 'in maintain- 

■ • ' • 

.irtg their own secilrity. . • 

»> 0. The battered elderly. 

1. ■ AbjUse of the elderly by adult children is only re- 
, cently being documented in the literature. Fear pf re taTi a tion, shame, 
' or fear of expulsion *from the family are some of the reasons why the 
•elderly refuse 'Ifo report physical or .psychological abuse.' More cases 
of elderly abuse {60 years of ag^) actually eo<ist than are reported. 
"Ohio Attorney General William J. Brown, wh^ appointed a task force 
. . .. to study domestic violence, said he believes victims of such 
abuse number ^n^t^^e tens of thous^inds""{42) . 

Z\ As more parents Jive into old age, a greater number 
of. "Children will be required to care for their parents. A positive past 
relationship is not a necessary condition for an adult child to accept 
the caretaking role (11). Other reasons given, for assumir)g the care- 
taking roTe include: reciprocating for past help, sense of personal 

/ 

satisfaction, filling an existing void in life, and avoidance of nursing 



home placement at all costs. 
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3. Ctiaracteri sties of the abused elderly. 
- . .r • 

a. Elderly persons with some form of impaiyment may 

• * 

be more likely to be abused. ' ' - . . 

b. . The battered elderly is Similar to the battered 
wife syndrome' in that the older person often remains in a known (secure) 
yet abusing situation rather than -choosing an unknown (insecure) situa- 
tion (21). . ■ ' 

4. ■ Characteristics of the abusers. 

' ^ ^ a. Adul.t children who abuse -their parents were most 

« * \- * ^ 

likely abused as. children (42) J •. . 

b. Any definitive description of both the- a^buser 

and abused is dependent upon more research efforts^ (11). '-n, 

5. The propositions below offer a systematic approach 
in accounting for the causes of family violence (53):- 

a. The causes of violence between family members 

* * 

are diverse, ranging from personality traits such as aggression and 
frustration due to role-blockage to internal and external conflicts. 

b. The actual occurrence of elderly abuse is ex- 
tremely high. 

c. The stereotypes of family violence &re reaf- 
firmed continuously for adults and children through s^ftial interaction 

and the media. ^ 

d. Reinforcement for violent acts (i.e., if acts 

produce the desired results) increases the probability that violence 
wifC'be used again. 
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e. Use of violence, when violpnqe, is conti^ary to 

♦ 

family norms* creates a conflitt in itself- This secondary conflict 
tends to produce further violence* ^ 

'6. Some exauiples of more frequent types of abuse (11.):^ 
a. -Physical 'abuse: .bruises, welts, lack of per- 
sonal care, lack of supervision, skull fractures, direct beating, tied 

/* 

to bed, tied to chair » and others. 
^ ' b; Psychological abuse: threat, fear» verbal 



assault, and isolation 



c. Material abuse: shift or misuse of money or 

proparty. 

7. Criminal prosecution requires e vi dence of abuse. 

An unsuccessful prosecution may endanger the victim further; Further- 

more* the fundameatal cause of the abusive behavior is not altered due 

♦ 

to pros'ecution, (21 ). • 

E. Stress and tension. 

1. Stress may defined as a non-specific response 
of the body to any demand on it (55). A stressor, then, is an agent 
that triggers stress (56, 13). * 

2. Stressors significant to the elderly are retire- 
ment, failing health, lack of mobility, financial difficulties, and 
social isolation. Social isolation is the greatest stressor. .All 
other stressors serve to' compound and increase the effects c>f isolation. 

3. "Some physical effects of stress ^n^jmjde premature . 
aging (cartisol released during stress accelerates the aging process) - 
and an exacerbation of health piroblems. ' 
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4. Some coping techniques which maybe .effective: 

a. Social engineering: minimize one's contact 
with stressors without affecting other things in life. * 

b. Cognitive reappraisal: Redefine, examine, and 

confront stressors. . ' " 

c. Systematic relaxation techniques my be used to 
reduce mental and physical stress reactivity wi^^hout hindering 
performance. 

^ 5r;""Types~ W"sy s temali c"' r^^ on t ra i n i ng : 

a. Centra] relaxation techniques (relax the mind, 
and the body will follow) include meditation, hypnosis, and autohypnosis. 

• b. Peripheral relaxation techniques (relax specific 
points in the body, and thpn other systems, and the mind will follow) in- 
clude biofeedback, progressive neuromuscular relaxation, and outgoing 

• . * • 

training (visualization and imagery are ysed here) (47). 

6. Implications: Coping with stress may help the 
younger population begin ear»lier to learn to prevent the deleterious 
effect which stress has upon the body. The elderly may be able to 
reduce the pressures of old age by learning to deal effectively with 

stress (57). I 

) * 

F. Death and dying: The topics dealing with widowhood (5); 

life after death, euthanasia, appropriate death, healthy dying (35), 
and grief and bereavement may be d^awn from in order to present a unit 
relevant to health education. See module 3 for guidance. 

G. Se)«jalVhy. ^ 
* 1. 'Sexual activity for* the sake of procreation no 

longer becomes relevant for the post-menopausal woman. 

^0.9 
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2. The taboos associated with human sexuality are es- 
pecially directed to adults in old age. Although physiological age- 
related changes are responsible for some lack pf interest (e.g., pain 
upon intercourse due to a lessening of lubrication for women), the 
libido is apt to continue functioning in the way it always has (48, 51). 

3, Loss of sexual response in older males is attributed 
to the following five factors determined by Masters and Johnson (44, 45): 
monotony of a repetitious sexual relationship, preoccupation witfi tareer 



or economic pursuits , physical or mental fatigue, phys(i£Al or mental in- 
firmity of either spouse, or fear of failure associated with or result- 
ing from any of the former categories, 

4, Interest in sexual expression was well documented 
by the Duke Longitudinal Studies (1954-1978). The study reported that 
80 percent of .all inales aged 60 and over were interested^ i-n sex and 
70 percent of those interest^ we^e^active. Only 33 percent of all fa- 




males ov^r age 50 were interested in sexual activity, .and 20 percent of 



those interested were still active • The lowSr percentage of interest 
for women may reflect the lack of availability of a partner,^ Inter- 
viewing .the same subjects ten ^ears later, 80 percent of the males 
were still interested in sex', But only 25 percent were still function- 

ing, whereas the figures for women remained unchanged. The second fig- 

I- 

ures representing male interest could reflect the cultural double 

standard that expects men to be interested regardless of activity level. 

• < ■ 

5. Circumstances interfering with interest in sexual 

activity specific to the elder population are a depressive state du^^ to 

medication, a diminished self-image and self-esteem due to an aging 

2Ui 
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' body,, and a lowered sex drive in the male. Situational and interpersonal 
relationship disturbances may be considered common to aihl age groups. 

LEARNING ACTIVITIES: 

Objective: To provide students with as much "hands-on" material 

« 

> * 

as possible. 

1. Invite speakers from other disciplines in your college to 
- "speak to the class (i.e.. law enforcement, psychology, humarf develop- 
iflef^„,...fam4y studies^-mija-is-t^^^ Often the experiences had by people 



working in a. particular" area stir interest. 

2. Obtain psychometric tests used in cognitive studies. Ask stu- 
^,...---T^>^nts tcrparticipate in problem-solving . memory, or other learning ex- 
periments. Discuss the relevance of such experiments, 

* 3, Refer to modules 3 and 4 for further suggestions/ 
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APPENDIX 

/ HEALTH SCIENCE - .. . 

X ' Bio P.E. '^aiA "■ Dr. Sellers 

. f^or the next two weeks starting tomorrow, you are to record on the 
sheets provided for you, as accurately as possible, ^the foodstuff that ' 
S you eat and record the Kcals. In order to determine the Kcals. you will 
. have to use one of the many Kcal charts indicating the caloric value of 
foodstuff. Such a chart-can be purchased in paperback, form at many 

bookstores if you do not already have one. Also you are" to record as' 

f • ■ - 

accurately as possible your daily activities and^^use.. the- accompanying 
- sheets to estimate the Kcals expeniled. It is important that you list 
the foodstuff and daily activities so that your eating habits and ac- 
tivity habits will be revealed. Try not to alter ^r habits during 
this experiment. \ Live a normal type of life, eating what you usually 
eat and be active in your usual way. Later, if you wish, you can alter 
yoiir dietary and activity habits if a weight loss ^r" a weight gain is 
desired. I think that the activity chart indicating the energy expendi- 
ture for daily tasks is the better of the two to use. However, if you 

do participate in the actij^ities listed in the other sheet it might 

41 

help you keep a more accurate record of your expenditure. Keep in mind 
that the energy expenditure sheet for daily tasks includes basal metabo- 
lism, where the sheet listing the energy expenditure for specific ac- 
tivities does not. However, note that BMR can be ^determined Trom the 
• daily tasks sheet. . 
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HEALTH SCIENCE 

BIO p.E. m^ 



Or. Sellers 



Bo4y wt. Day 1 



lbs. 



Desired Wt. Loss or Gain 
Day 14 ^Ibs. . 



lbs. 



Week 



CALORIC INPUT/OUTPUT. DATA SHEET 



Pa y 1 



Foodstuff 



Breakfast 



Foodstuff 



Foodstuff 



ooastuff 



Day 5 



Foodstuff 



pay 6 



oodstuff 



Day 7 



Foodstuff 



Lunch 



— 

Dinner 



Snacks 



Total 



Total^ 



Activity 



Activity 



Activity 



Total 



^{(iain) 
-(Loss) 



Total 



Total 



Total 



Total 



Activity 



Total 



Totaj | ^*»^ 



Activity 



Total 



Total 



J 



Total 



Activity 



Total 



Activity 



Total 
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HEALTH SCIENCE 
BIO. P.fc. 431A 



Dr. Sellers 



Activity* 



Sleeping/lying 1 

Sitting 2 

Standing 3 

Walking 4 

Other 5 



ENERGY -EXPENDITURE FOR- DAILY TASKS 



Kcals 



9 

1.0 Kcal/min 

1.1 ' " 
1.5 

2.5 
3.0 



1.1 
1.5 
2.5 
3.0 
4.5 



Kcal/min 
II 



1. essentially basal metabolism rate plus some allowance for turning 
over or getting up and down. 

2. includes normal activity carried on while sitting, e.g., reading, 
driving an automobile, eating, playfng cards, a^d desk or bench 
work. 

3. includes .normal indoor activities while standing and walking spas- 
modically in limited areas, 'e.g., personal toilet, moving from one 
room to another. 



4. 



5. 



includes purposeful walking, largely jjutdoors, e.g., home to commut- 
ing station to work site, and other comparable activities.' 

includes spasmodic activities in occasional spirts exerciser, limited 
stair climbing, or occupational activities involving light physical 
work.' This category may include weekend swimming, golf, tennis, or 
picnic, -using 5 'to 20 Kcal/min. for limited time. . 



*Astrand and Rodahl , Textbook of Work Physiology , McGraw-Hill Book Com- 
pany, p. 448, 1970. 

According to Passmore and Durnin university students use on the average 
2930 Kcal/day. The range in their study was from 2270 to 4410. 

*Passmore, R. and Durnin, J., "Human Energy Expenditure," Physiol . Rev. 
35;801 ,x 1955. 
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ENERGY EXPENDITURE OF SPORTS AND RECREATIONAL ACTIVITIES 

Calories per Hour 
. Above Baseline Expenditure 

■T' ■ . . ' 

Badminton • » . * 700 

Boxing * , *• • 

Baseball / ' ccn 

Basketball Jjn 

Boating > rowing slowly ^. ' Vj^ 

Boating, rowing fast , 

Boating, motor ^ -250 

Bowling ' ' 

Calisthenics j . . " •'^^ 

051^1 ay ing - • 3" 

Cycling, slowly • rf^ 
Cycling, str»enuous^y 

Croquet ' 050 

Dancing, slow step • , . ^ 

Dancing, fast step • ' '^^^ 

Field hockey • W ' . ?S 

Fishing, from boat or pier \^ 

Football • • . • m 

Gardening, leisurely ' aoo 

Gardening, much lifting and stooping ' Tfi 

Golfing 55^ 

Handball 25Q 

Horseback riding ^ 

Hunting ^ 'gQQ 

Jogging gOO 

Miscellaneous activities requiring little or no arm 
. movement done while sitting 

Miscellaneous activities requiring some arm movement 

done while standing * * 

Miscellaneous activities that are most strenuous 

done while sitting 
Motorcycling ' ^q^, 

Motorscooting i jr 

Piano playing, leisurely " 
Piano playing, rapidly with much arm rttovement "^3 
Pipe organ playing, with much arm and leg movement i^u 

Reading . . 900 

Running, fast pace • 

Singing " . ?t,Q 

Shuffleboard playing 
Skating, leisurely 
Skating^ rapi<lly . 

Skiing 550 
Squash 
Soccer 

..Swimming, leisurely 



50 
150 
150 



650 
400 
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Softbal 1 

Swinming rapidly, competitively 

Tennis, singles 

Tennis, doubles 

Volleyball 

Walking, leisurely 

Walking, moderately fast 

Watching liibvies 

Watching television 

Wrestling 



Calories per Hour 
Above Baseline Expenditure 

' 350 
800 
450 
350 
* 350 
200 
300 

25 
800 
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MODULE 8: LEISURE 



. INTRODUCTION 

Leisure may be conceptualized as "selective activity in which- 
grati.V.ication of present needs, wants, desires, or objectives takes 
precedence over practical preparation for later gratification" {6, p. 311) 
Thus leisure Is associated with pleasure and immedii?e rather than de- ' 
layed gratific^ion. Conceptually, work' is the- opposite of leisure. 
Work is practical preparation for delayed gratification. Human beings 
need to enjoy both work and leisure. When Freud was once asked by a 
colleague what it. takes to be healthy, the Master responded, "arbeiten 
und lei ben," that is. work and love. I f^ one is happy in his/her work 
and human relationships, a Jfeal thy. personality cart be predicted. We 
would include leisure in_ihe context of lei ben . It is a love, for it 
is voluntary, pleasurable, und^ the control of the individual, and 
leads to instant gra4;ifi cation. 

Historically, the concepts of pleasure and gratification were not 
^Iways welcomed as factors enhancing the quality of civilized life. 
Aristotle took the positive view that leisure was both the state of 
freedom from the necessity of being occupied in work q/t any^ther typ^ 
af obligation and the wide range of intrinsically rewarding creative 
activities such as composing and readjng poetry, dancing,, singing, and 
good conversation with fine companions (6, 14). Leisure was the ulti- ♦ 
mate goal of all work. Seneca, the great Stoic philosopher, emphasized 
that leisure was the means to the noble end of unrestricted contempla- 
tion. Disraeli, the erudite British prime minister, saw increased means 
(wealth) and increased leisure as the two great civilizers of man (6). 

^. .. 
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On the other hand, early church; doctrine saw work as preparation 
for entrance into heaven, while lej\sure was, at best, preparation for 
tofliorrow.'s labor, or,, at worst the devil's temptation by^ which evil 
desires could be ^pressed* In short, pleasure was only permissible 
as a means to continuation of labor, which was Godly. Leisure for 
pleasure was the temptation and work of the devil ' 

With increased seculajrism and the rise of urban centers, teisure 
as pleasure became increasingly accepted and legitimized as a human 

behavior^ In the 5th and 6th decades of the 20th century, leisure was 

/ 

N conceptualized as time spent in non-work activities. Research was coa-- 

«* 

cerned with assessing the quantity of activities (e^g*, frequency of 
involvement in varied activities) using time-budget miethoddlogies {6). 
The time-budget method suffered a variety of flaws: (1) the lists of 
activities were neither mutually exclusive or exhaustive^ (2) impor- 
tant forms of leisure activity such as sexual activity we^e not in- 
cluded; (3) no theoretical framework determined the inclusion or ex- 
clusion of Categories, and (4) the time spent in activities may be 
theoretically unimportant because the resources to engage in higher- 
order activities may be lacking, (6)^ . » 

It was with the work of Havighurst and his colleagues (7, 9) that 
important theoretical and empirical contributions were made* For the 
first time, leisure was seen as a mediator of stress* Recently, Gor- 
don and Gaitz wrote of leisure as both mediator of stress anid means to 
self-actualization— conceptual themes elaborated in this monograph (6).' 
Following the lead of Dumazedier*s Toward a Society of Leisure (3), 
Gordon and Gaitz listed five major objectives of leisure: relaxation, 
diversion, development, creativity, and sensual transcendence (6). 
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Existing research suggests that while ours is' a work-oriented 
society almost regardless of age, work itself is often perceived as the 
Fneans to leisure. For example, many people work for the social inter^ 
action and friendships which the work setting provides (18» 23). These 
data reinforce the "life satisfaction" model,. Here activity and friend- 
ships were two of the powerful predictors of life- satisfaction in later 
years. Many elderly complain of having too much leisure time on their 
hands. Yet, the Duke Longitudinal Study of Aging found that the majority 
of healthy older. people felt they were satisfied with the amount of lei- 
sure time available to them (23). In that study, men in the 66-71 years 
of age category had ^he most difficulty with unwanted leisure'. While ^ 
women ages 46-55 years expressed difficulty in adapting to the lack of 
leisure time. Other studies support the notion that too much leisure-* 
time IS unwanted just as its lack 1s\i trial (7, 9). 

The implications for HPERD are both complex and challenging: com- 

■* ■ , ■«, 

pi ex, in that more people are living longer but at the same time come 

to HPE8<j^ programs with a host of problems not found in younger popula- 
tions, and challenging, in that HPERD activities have the potential to 
significantly contribute to the older adults" meaning given to life until 
the'moment|When death occgrs. ' 

As Pfliffer and Davis (23) found, work remains the primary activity* 
of thevoldar adult even after retirement. Many older people abhor "lei- 
sure t1me>>J The inescapable conclusion is that greater preparation for 
leisur^ needs to be made available to the aging population if they are 
to be satisfied with later li^ or reach that final stage which Erick- 
son calls, "ego integrity." 
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Another challenge to HPERD professionals/students is to develop a 
theoretical framework which sefes leisure programs as a catalyst integrat- 
ing the factors predicting life satisfaction or well-beihg of individual 
and/or society. Such a theory would concj^tualize leisure as a means of 
helping individuals, groups, ahd societies revitalize and re-create them- 
selves during individual and "social crisis or stress. Concerning the 
latter, wouT-d it not be grand to have the power brokg^s of nations at 
the brink of war or other catastrophe come to negotiate, not at a table 
of work, but rather, in an environment of leisure and play? Would such 
.an environment not increase the probabil ity of healthy outcome? Has it 
ever been tried? Apparently, the value of HPERD as a powerful, socially 
useful tool to improve the health and well-being of older adults and a 
shaky world community has been only minimally explored. 
This module focuses on the following major. themes: 

1. Leisure activities may. contribute significantly to the older 
person's life satisfaction and meaning given to life. 

2. Leisure activities may serve as "healthy" stressor, mediator 
of str6§s, or response to stress. 

3. Empirical and scientific data offer a firm basis for the de- 
velopment of gerontologically oriented leisure services. • 

The lea/ninq activities listed under each concept help the learner 
integrate '^content into HPERD course/program development. 

OBJECTIVES OF THE MODULE: 

On completion of this module, the HPERD professional should be able 
to: ; -1 , 
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1. Understand and discuss the role of leisure in providing mean- 
ing to life and contributing to life satisfaction. 

- ?. Undefstand the role of 'leisure t4me activities as a mediator 
of stress/ 

3. Understand the role of leisure time activities as postvention - 
or rehabilitation. ^ 



4. Understand the social-political process in implementj^ig leisure 
time HPERD courses/programs for the older adult. 



I. Activity is sine qua non of existence. ^ts total absence is death. 
To perceive oneself as inactive or to be perceived as inactive*!^ 
related to poor health and well-being, specifically, approaching 
death (15, 16, 27). 
Concept I: In many studies, leisure activity participation is a 

significant predictor of life satisfaction among older persons*(12, 21). 



health, friendships (quality more so than quantity), and outlet for sex- 
ual expression (5, 12, 21, 25). Meaning given to life and death would 
seem to be predictors, but the hypothesis remains to be tested. 



tend to receive more responsive treatment from the medical care team 
when they are active and mobile more so than patients who are inactive 
and inmobile (27). 

LEARNING ACTIVITIES: 



Objective: To exDjerience the need for activity and its relation 




A. Other predictors are socio-economic status, perceived 



« 



B. Patients who are either terminally or seriously ill 
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I 1. This exercise tnay be done with or withput a partner. The task 
is to remain completely imnobile for two minutes and to report the ' 
physical and psychological reaction. Now* choose any posture, sitting.^ 
standing, or lying down. Close your eyes. Concentrate on your physical 
and psychological" reactions. Have your partner time you for the two 
minutes and then reverse roles. Report your reactioris. If you wish . 
try the same exercise for >a longer period of time, say 5 to 10 minutes. • 
Were you completely immobile, that is* devoid of movement? Did your 
boc^y twitch? Did you fee]^ anxious? Did you wish to squirm? 

2. Make an activities* diary for yourself for one week. On the 
basis of that diary reduce your activities by 50 percent for one week. 
Discuss your psychological reactions in tierms of personal sen^e of 
wen -being. * > 

3. Interview older adults confined to bed or wheel chair- Let 
your independent variable of in-terest be length of time imnobilized> 
that is, within the past two weeks to more than three months. Interview 
to determine how these individuals are adapting to enforced imnobility 
(dependent variable). Is the recently imriobilized group or the long- 
term immobilized group better adjusted? What are the psychological* 
reactions (e.g., emotions, frustrations, etc.) associated with recent 
and long-term immobility? 

,4. Interview older people at the other end of the activity con- 
tinuum, that is, the very active!^ These may be habitual joggers, tennis 
players, etc. Interview to determine their perception of the importance 
of activity to their sense of health and well-being. Ask, "How would 
you cope if you were denied your favorite activity or activities?" 
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What have you learned from these exercises? What are the implications 
for HPERD program developments 



Concept II: Leisure services (e.g., activities, courses, programs) 
may provide the environment where otbef»-lJredictors of life 'satisfaction 
may occur, puch as^develo^g or enhancinig friendships and improving 
perceived health (17, 18>. 

LEARNING'ACTIVITIES: 

r 

Objective: To become sensitive to the psycho-social correlates of 
leisure activities* ^ , 

1. Gordon and Gaitz categorized leisure activities under five 
headings on the ba.sis of the intensity jjf expressive behavior (6, pp. 
314, 325). The list and examples ar? Bllow: 
I. Relaxation 

1. Solitude ' . 

J* 

II. Diversion 

2. Television viewing 

3. Cultural consumption 

4. Reading 

5. Movies 

* 6. Spectator sports 

7. Entertaining ^ 
III. Developmental 

8. Outdoor activities 

9. Travel 

10. Organizations 

■ 22s 
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IV. Creativity 

11 . Cooking 

12. Home embellishment 

13. Discussion 

14. Cultural production 
V. Sensual Transcendence 
^15. Guns 

16., Participation in sports or exercise 

17. Dancing and drinking 

18. Intimate sexual "behavior (included by editor of 
• this monograph) 

The task is to determine the relationship between involvement in 
leisure-time activities requiring expressive behavior and perceived 
health and opportunity for meaningful social interactton. Thus you are_ 
to interview alder adults and inquire how meaningful the above list of ■ 
activities is to the individual, the extent and usefulness of . the ac- 
tivity in developing and/or enhancing meaningfuKfriendships , and the 
degree to which participation in the activity contributes to perceived 
health and well-being. 

On the basis of this exercise, your reading, and experience , how 
would you develop a leisure activities program to enhance the older 
individual's health and life satisfaction and opportunity to develop 
meaningful friendships? What is the value to older people of Teisurely 
solitude? Discuss the difference and consequent health effects of sol i- 
tude versus isolation. . What are the factors that distinguish one from 
another? 

\ 
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2. Analyze your own leisure activities in the way suggested above. 
What are some of the healthy psycho-social payoffs of the particular ac- 
tivity which you enjoy? Discuss the concept that "leisure Involves a 
^complex of psycho-social meaning." 

II. Activity may be a healthy or unhealthy stressor, it may be a re- 
sponse to stress, or it may serve to mediate the stress response 
Concept I: Leisure activities may be a healthy stressor because of 

their characteristics of intrinsic motivation, immediate gratification, 

and pleasure. 

Concept II: Leisure activities may serve to mediate stress, in- 
creasing the probability of a healthy stress response. 

Concept III: Leisure activities may be an appropriate beneficiaL 

I 

response to stress J 

LEARNING ACTIVITIES: 

Objectives Toj understand leisure activities as healthy stressor, 
mediating variable, j or response to stress. 

1. Select an ^ctiv^lelsure activity such as jogging, exercise, 
walking, or dartcingi In order to determine a physiological response to 
the selected actlvit^, take your resting pulse rate for on^ minute. 
Then engage in the aiftivity until you are pleasantly tired. Take your 
pulse rate after activity. Has there been an increase? If there has 
been a decrease, consider yourself a physiological anomaly. How do you 
feel? Discuss how activity may serve as a healthy stressor. Under 
what circumstances may a healthy stressor become an unhe«Tthy one? 

2. Consider any of the stresses which people, particularly older 
people, endure such as social isolation, perception and Interpretation 
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of disappointment, frustration, threat to security, forced change to a 
new situation, e\c. How might leisure activities serve to mediate or 
"take the sting" put of an unhealthy stress response such^s depression 
or ego defenses such as denidV, repression^ projection, 6r assuming a 
siclj role? Is it conceivable that activity might reduce the depression 
resulting from the stressor of social^isolation> frustration, or 
disappointment? . ^ 

3. In a sense, leisure activities may be viewed as stress media- 
tor or stress response* For example, an older person might respond to 
the stressor of soclrfl isolation (feeling alone, abandoned, or rejected) 

s 
s 

by joining a leisure-oriented club or organization. One could argue 
whether joiningJ;he club was a mediating variable affecting the stress - 
response {e.g., depression, insomnia, despaif) or whether it was a re- 
sponse to stress in itself. From a purist*s view, joining the ctub is 

> 

^really a mediating variable or defensive reaction that reduces symptoms 
of psychosomatic disequilit5rium. The point is that leisure activities 
may well serve to enhance healthy outcome. 

Make a list of. all of the stresses with which you must generally 
cope. Under each, list a negative stressor and a stress response which 
includes leisure or recreational activity. For example, a stressor for 
many students is taking final^ exams. A worse stressor is receiving an 
"F." Such an unfortunate student may respond in one or several ways: 

A. Plead with thfe instructor for a better grade. 

B. Ask the instructor for an opportunity to raise one's grade. 

C. Indenture oneself for a limited term of servitude. 

D. Explore means of annihilating the instructor* 
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E. I^ecognize the exam was blown and go drinking. 

F. Recognize the exam was blown and go jogging, take a trip 
to the Caribbean or Mediterranean Sea, watch TV, lift 
weights, write a poem, etc., etc. 

How do you generally respond to stresses? Do you utilize activity? 
Do you prefer fantasy? Do you tend to respond intellectually, emotion^' 
ally, physically, or all in some combination? 

4. Use the same Zeroise aV-Mi Nb. 3 but substitute older person^ 
for yourself and his/her boss instead of "the instructor." Insteai^ of 
failing a course, the stressor is involuntary retirement. Intervii 
several older males and females, ?^etermine the varieties of responding 
to this particular type of stress. Are there noticeable sex (f1 f f erences? 
Do older people react differently emotionally or physically to stress in 
terms of type or depth of response? 

III. Empirical and scientific data in the gerontological leisure area 
,is increasing, which prov^'des a basis for students and workers in 
the field (see references). 
Concept I: Leisure activity is a predictor, although not the most 
powerful predictor, of life satisfaction. Apparently, perceived health 
and economic status are the two most powerful predictors of life satis- 
faction (5, 21, 25). . 

Concept II: Personality and socflal variables influence choice of 
and meaning given to leisure activities (6, 7, 20). 

A. Generally, the higher one is in terms of socio-economi(f' 
Status (SES), the healthier and longer he/she is able to work (6. 7, 23). 
SES is related to leisure activities: Older adults low in SES generally 
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choose relaxing, diverting, or sensually transcendent leisure activi- 

# * 

ties. Older people higher in SES generally choose more developmental^ 
and creative activities as well as the les§ risky forms of sensual 
transcendence (e.g., plays, parties, leadership, roles in organizations, 
"etc.) (5). ' . • 

B. Personality seems to be a factor influencing choice 
of leisure "activities; however,' the influence of leisure activity on 
change in personality patterns has yet to be carefully analyzed. Havig- 
hurst suggests that flexibility through diverse\leisure patterns may 

• ^repam-THi^'lndwtdijH^fo psychological health in old age (6, 9). 

/ C. Age Influences choice of leisure activities. Gen-- 

erally, the older the individual, the greater the amount of time de- 

y 

VQted to leisure* The range of leisure activities narrows; lessdned 
activity and a 'tendency to remain at >home influence the style of lei- 
sure (6)* Frequency of participation changes with age.^ Some activities 
seem to remain the same (e^g.* TV viewing, discussion, spectator sports, 
cultural consumption, entertaining, .etc»)i some activities decrease with 

* age (e.g., going out dancing and drinking, attending movies, participat- 
ing in sports or physical exercise, using guns for hunting or target^ 
shooting, outdoor activiti.es, traveling, reading, and participating in 
cultural productions); and some seem to intrease with age (e.g., re- 

. Taxation^ and solitude types of leisure and cooking for men more so than 
women) (6). . 

D. - Sex role influences frequency of participation in 
leisure activity. Men participate more frequently regardless of age 



category (5). 
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E. Among healthy older people, sex remains of importance 

*as leisure and recreational activity even, though sexual activity itself 

> 

declines. To what degree the sexual decline is due to biological or 
psycho-social factors remains to be determined (22, 24). Sexual decline 
is often associated with- lack of an available Or interested mate, po^r 
health, social class, past enjoyment o.f sex, etc. (22, 24). The impli- 
cations for sexUal behavior as a leisure time activity^ and correlate 
of health need to be moreWully explored (6, 15, 16, 24). 

LEARNING ACTIVITIES: 
i 

Objettive: To learn to analyze possibly factors predicting^ the 
preferred leisure activities of older people. 

1. The" task is to detennine the predictors of preferred leisure 
activities. You need to interview and observe a wide variety of older 
people in this exercise. They should be varied in terms of sex (male/, 
female), health (poor/good), educational status (high school or less, • 
some college or college graduate, graduate or professional school ex- 
perience); age (60-70, 71-80, 81+ years), and ethnicity (black, other 
non-white, and white). Estimate their personality in terms of extro- 
version/introversion. \ ■ ' • 

Interview the partis pants to determine their leisure activity 
preferences. How long have they been involved with these activities? 
Determine their past leisure preferences. How long were they involved 
with these activities? What are the best predictors of present day, 
preferred activities* sex, health, educational status, age, ethnicity, 
pc/rsonality. or past leisure activities and length of involvement? 
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What combinations of factors seem to predict leisure activities? What 
does this 'imply for HP£RD program development? 

2. You m^y wish to interview young people in the same manner and 
compare the two age groups to determine differences. Do you think age 
itself is the important variable predicting leisure activity choice and 
frequency of participation » of a^e other variables involved? For. ex- 
ample ^ how might poorly perceived or poor actual health status influence 

m 

choice and frequency of participation in leisure activities? 

^ 3* Design a leisure activities program for a 70-year--old white 
male who is a double amputee (legs). How might it differ for a black 
female double amputee? Would you expect differences? Defend your argu- 
ment. Describe other older people you have knoWn or worked with who are 
handicapped. On the basis of what has been learned » design an individu- 
alized leisure activities program for that person. Choose your own time 
frame, e.g., a week, a year, 6tc. 

IV* Leisure activities program development includes the components of 
leadership , program planning , activity analysis , and agency- 
col league cooperation and interaction (1,^ 2, 2a, 9a, 14, 26). , 
Concept I: Leadership involves being able to motivate others 
toward mutually agreed upon gpals. Leadership is both process and event. 
Great leaders are born and made; however, leadership skills may be 
learned by anyone {13, 14, 26). 

A. Included under leadership skills would be knpwledge of 
interpersonal and group processes, communication (including listening) 
skills, knowledge of styles of leadership (authoritarian, democratic. 
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laissez-faire-, etc.), motivation, insight into and understanding of ^e ^ 
social environment including the political environment, etc. 
*■ B. Such skills must be practiced and implemented. 
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LEARNING ACTIVITIES: 

Objecti'^^: To practice leadership skills. 

1. Learn to listen and communicate. Within an even-numbered 
grcfup, choose a partner. Your task will be to introduce your partner 
to the rest of the group remembering all the salient facts which he/she 
communicates to you in a five minute period. Also include your insights 
of that person in your introduction. ^Reverse roles. What. did you learn"^ 
of that person through both his/her verbal and non-verbal corrmuni cation^ 
After the exercise, ask one another how each communicated non-verbal ly. 
Were there any behaviors such as pulling at your eyelid that made the 
audience edgy? Is there anyone you wished you could emulate in thqi 
introduction? Why? Why -are some leaders like Martin Luther King an 
Franklin Dqlano Roosevelt called "charismatic"? Discuss the factors 
involved in leadership. Can you learn from them? 

2. Observe a group of older adults in an environment such as a 
senior citizens center, nursing home, etc. How would you motivate se- 
lected individuals to engage in activities? How would you motivate 
the group as a whole? Basically, people are motivated by a feeling of 
reward. Reward may either be i.n the form of pleasure or may be the ab- 
sence or removal of some form of pain. It may be intrinsic such as 
feeling good or elated over some event or circumstance. For example, 
a stroke victim who is able to move his or her hand to a slight degree 
for the first time while engaged in one of your specially designed 
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activities probably would ma^ke the HPERD person feel highly rewarded 

] 

(motivated) to continue his/her work. What moti vatesryou? Discuss how 
* ' leisure activities might in themselves serve to motivate. Discuss the 
array of possible motivations which cause people to play poker or bridge, 
garden, go to the racetrack, vacation, cook, engage in sex, play chess, 
play a musical instrument in a band, weight train, etc. 

3. Discuss the relationship between altruism emd motivation* 

4. With your group, role-play leadership styles. One person may 

act out an authoritarian ^leadership role, another may take the role of 

a laissez-faire leader, and the third may adopt a democratic role. Be-- 

fore engaging in the activity, select a task or goal. The role of the 

leader is to^ sijjiply accomplish the task* Non-leaders must cooperate in 

» 1. » 

realistic ways. 

Which style did you enjoy? Whiqh s^yle accomplished the task 
fastest? Slowest? Is it worthwhile sometime to sacrifice speed'' of ^ 
accomplishment for group camaraderie? ^ Is it possible that the authori- 
tarian' style wauld be preferred by certain personalities and under cer- 
tain circumstances? Analyze 'and discuss. What are the assets and lia- 
. bilit^es of each leadership style? ^ 

5. Within the group, everyone is to pair up. Determine a leader 
within each pair. The leaders are to mak^ the "non-leader" feel good 
about himself/herself. Rotate until all have had a chance. What did 
you learn of your own skil^l of insight? What lessons did you learn? _ 
What was percpived as ''phoney'* or ''contrived?'' What was> perceived as 
genuine? What strategy did.' you, as leaders, u^b-I 

6. You have been selected to .develop an activity program for 

, • 
drop-in neighborhood center frequented by older adults'. List the* 
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skills you will need in beginning this task. How will you u^^lize the 
skills and experiences of your members? How would you engender the 
good will of the social -political comnunity? 

7. As Leisure Services Director of a large senior citizens center 
you receive word that the county or city executive officer is planning 
to close down your center even though it serves a large and needy popu- 
lation. Plan your strategy for preventing the event. How might you 
plan to reduce such probabilities in the future? 

8. Brainstorm the qualities of leadership you like and dislike. 
For example, exploiting a program for personal gain and using "I" lan- 
guage are generally perceived as negative leadership traits. 

> 

Concept II: Providing successful leisure opportunities for older 
adults is a function of program planning (1,^ 2, 2a, 14, 26). 
The process of program planning includes: 

1; Identificatioa of the needs, interests, and abilities of the 
target older population by means of existing knowledge^ use of surveys 
and observation; use of older adults as advisors, consultants, and col- 
leagues, etc. 

2. Identification of the environmental factors which complement 

the programing process. 

3. Establishment of realistic goals translated into behavioral 
objectives. This is a function of the population's needs, interests, 
and abilities, and the reality and potential of the physical -social 
envi ronment. 

4. Developing a conceptual or theoretical framework to provide 
an order or "fit" for one's program. For example, a combination of 
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stress theory and meaning to life theory provides the framework for this 
monograph's approach to aging programing. A theoretical or conceptual 
framework is very much related to philosophy. Thus the essential philoso 
phy expressed in this monograph is that HPERD activities may serve to 
mediate stress toward healthy outcome and may be a means and end to pro- 
viding a meaning Jtavlife. 

S. Knowledge and sophistication in dealing, with the political 
realities which affect all programs responsive and responsible to the 
public sector. 

6* Integrating empirical and scientific data into program 
development. 

7. Pilot tes^ting the program whenever possiWe. 

8. Modifying the pilot program on the basis of empirical and sci- 
entific data^ 

9. Implementing the program per s6 . ^ 
10. Evaluating the program. 

IK Modifying the program on the basis of evaluation by clientele^ 
staff , and outside resources. 
12. Repeat steps 9-11 . 

LEARNING ACTIVITIES: 

Objective: To gain skill in program planning^ 

1. Inspect a recreation or senior citizens center In your neigh- 

i 

borhood. List the architectual and environmental strengths and weak- 
nesses relative to the purpose of the center. Are the acoustics » light- 
ing^ flooring, swimming pool ladder and bottom^ restrooms, etc., designed 
with the needs of the older person in mind? What changes would you make? 

23.9 
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What safety considerations have been made? What safety precautions need 

to be included in any modification of exiS^Upg facilities? 

.2. By inspecting the facilities, de^ce the needs and prefer^ces 

of the target population'.* Does the environment reinforce activities 

relevant to older adults? Are they more relevant for younger age groups 

« 

of people? 

3. On the basis of the content of this monograph, your own ex- 
perience and knowledge, and 'other empi rical -and scientific gerontological 
data, plan a leisure activities program for older adults in a setting 
familiar to you. Do you have a philosophy? Upon what is it based? 
What goals are derived from it? What behavioral objectives? How would 
you assess the outcome of your program? How would you assure that older 
adults would be receptive to your program? What individuals in the com- 
munity coMld 'be most helpful to you in actualizing the program? Who 
could do you the most harm? . How would you go about increasing the proba- 
bility of support from cocnnunity leaders and influential individuals? 
How would you reduce the possibility of harm by those same individuals? 

To whom would you d^egate authority? Ask yourself the question. 
"How can I motivate staff, clients, and the community to work with me 
toward that which is good for the community?" Name five people who do 
or might work with you in such an endeavor. What motivates each person? 
Is it altruism, recognition and praise, money, responsibility, power, 
desire to build something worthwhile, and/or -a combination of these? 
How would you meet the motivational needs of your colleagues and 
col lab9fa tors? 

4. Design or find an evaluation instrument which would assess 
the outcome of your program in terms of the perception of clients, staff; 

erJc ^ • ^40 
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and conmunity members . How would you use evaluation to modify your 
program? 

.5«- You duly establish your program based upon valid goals and a 
tenable, logical philosophy. However, because of t.he newness of the 
program, no one. attends (always a debilitating experience?). How would 
you rectify .the situationj? How could, that catastroiihic situation have 
been averted? ► 

5. Discuss the con<??pt, "When the leadership is doing its job, no 
staffej;i..,should fail in hik or hers." 

7. You take over aii estabVTshed leisure activities program. Sud- 
denly 90 percent of your Clientele stop coming. Your significant other 
assures you that you have neither bad breath nor perspiration, odor. What 

do you do to remediate the problem? Wh^re did you go wrong? How can 

» ■ • . • 

the situation be prevented from re-occurring? 

Concept IM: A successful leisure progi^'^am implies meaningful ac- 
tivities. Suci) activities need to be analyzed for and in collaboration 
with the older adult (1-, 2. 14). 

A. Activity analysis has at least three components. ^ One 
needs to consider the: , " ' 

1. Cognitive, affective, psychomotor, and ps^ho- 
social demands of the activity upon the individual. 

2. Needs and desires of \he older adult and how the- 
activity will ^atisfy them, 

3. Health risks and safety requirements involved in " 

participation. 
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B. The ACAEM acronym may be helpful in integrating activity 
analysis into a meaningful plan of programatic action (17). The letters 
represent: 

Assessment oj^ the individual total health status and functioning, 
and the activities which may be meaningful and contribute to improving 

health and well-being. 

Creativity in designing an individualized buffet of activities 
which will be acceptable to the older adult. 

Act ions in putting the plan to work. Do itl 

Evaluation of the outcome . Did it work or not work? Why and why 
^ 

not? 

Modification of the action component based upon the evaluation. 
LEARNING ACTIVITIES: 

> 

Objective: To learn to analyze activities so that they might im- 
prove health and well-being. 

1. List the major cognitive, affective, psychomotor, and psycho- 
social demands of at least one activity from each of the following 
categories: drama, vocal, instrumental, craft, art, sport, low or- 
ganizational physical activity, paper and pencil game, social recrea- 

tional activity, dance. 

2. List your favorite activities. Why are they your favorites? 
Analyze in tenns of the activity "payoff" to you in terms of cognitive, 
affective, and/or psycho-social aspects. Do the same analysis for those 
activities for which you do not care. 

3. Pair up with a colleague or older person. Your task is to 
apply the ACA£M par^gm. Reverse roles if appropriate. Is the para- 
digm helpful? How? If it is not helpful, how might it be improved? 

Hz ■ ^ 
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4. You are working with an obese older man suffering from dia- 
betes and vision impairment. He is isolated from friends and family^ 
On the basis of your assessment, you "create" some mild group activi- 
^ ties in the dance and creative movement area with both oljder and younger 
.people involved. In meeting the gentleman for the first time you com- 
ment, "My, we will have to lose some weight, won't we?" He stops, 
looks you in the eye, and says in a not too gentle voice, "Butt out. 
Buster." He turns on his heel and shuffles off to the pool room. 
After you consider your own suicide, v^at do you do? Where did you 
go wrong? Discuss the different between offering and prescribing 
versus proscribing activities. 

Concept IV: The success of any leisure program .whi ch serves the 
public depends upon positive agency-colleague cooperation and interac- 
tion (1. 2, 2a, 9a. 14). 

The quality of agency-colleague cooperation and interaction de- 
pends upon: 

A. Identification of the power structure both formal and- 
informal within a^coramunity. The power structure includes the politi- 
cal system, the media, labor, business-commerce-industry, religious 
institutions, and advocacy and/or single-issue .groups, etc. 

B. Knowl-ellge of the coimuni cation-cooperation-coordination 

continuum. 

C. Knowledge of the characteristics of the community from 
the perspective of ethnicity, geography, socio-economic status, demo- 
graphic characteristics, etc. 
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D. Developing and improving working relationships among 
and between all people who directly and indirectly are involved in the 
deli be ry of leisure programs to the older adult. 

LEARNING ACTIVITIES: 

Objective; To become sensitive to the need for agency-colleague 
cooperation and intera.c;tion. 

1. Determine the "power brokers" within your coimiunity who would 
have an effect on the quality of your leisure services program. One 
way is to talk with a local newspaper editor. Now determine who are 
the "key" people within a particular institution or agency. Interview 
one or several. Ask them the following questions: 

A. What has that individual learned in implementing his/ 
her favorite projects? Are there basic points to remember? Are there 
secrets or "tricks of the trade?" 

B. In his/her opij^n, who are the significant people to 
be enlisted in developing a leisure program for older adults? In this 
case, the program per se is unimportant. We are concerned with tlje 
process of implementation. 

C. How does one best communicate and interact with the 
persons listed in the above? What are their views, biases, experiences, 
and perception of aging? Do they prefer direct matter-of-fact 'or in- 
direct communication? 

2. How would you enlist the "power brokers" or key people to sup- 
port your program? For example, one mutually beneficial way is to in- 
clude them on Advisory Boards of Directors. 
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3. What did you learn in communicating with each of the individu- 
als involved? Did you have any preconceived stereotypes of the person 
before the interview? Did it affect your communication with that indi- 
vidual? How? 

4. Now that you are familiar with the power structure of the com- 
munity, discuss or analyze how you would utilize and coordinate their 
expertise to either develop a new program or enhance an existing one. 

5. One member of the communication-dooperation-coordination con- 
tinuum is obstreperous, contrary, and generally reacts unfavorably to 
anything that sma,cks of the new or creative. ,Due to state and federal 
laws, homicide is out of the question. How would you analyze the cause 
of his/her behavior? What could t)e done to neutralize or change the 
destructive behavior into more constructive patterns? 
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REIFICATION 

The temptation was .to title this last chapter, "Conclusion" or 
"Disengagement," but it would belie or obfuscate our ho^e for the fu- 
ture. The obvious iifope is that this volume would first serve as a 
stimulus to interest HPERD professionals and students in the tremendous 
potential and satisfaction in applying their particular skills and 
knowledge^ to the elderly regardless of their health status. Yet, stimu- ' 
lation without action or 'implementation really does not fully accomplish 
the purpose of either this volume or the seed from which it grew, the 
Project on Aging. Thus 'the titTe "Reifi cation" was chosen. It means 
the, implementation of theory, concepts, and data contained in this vol- 
ume into practice. HPERD professionals and students are action-oriented 
and "do-ers." The Alliance for Health,. Physical E^Sucation, Recreation 
and Dance and its National Committee on Aging ha vrf little doubt that 
the potential and the challenge will be joyfully/met. Yet both strongly 
feel the need to develop HPERD programs, always integrating theory and 
data, seeking new 'approaches, and investigating heuristic questions of 
interest. 

However, there is a note of urgency which directly influenced the 
publication of this volume. It has to do with the possibility that the 
stresses upon all members of society, but particularly the vulnerable 
such as the poor, the aged, the impoverished, arid children, may increase 
in the 1980s^. As this is. being written, the Doomsday Clock of the Bul- 
letin of Atomrc Scientists has advanced from twelve minutes to seven 
minutes to midnight, thus indicating a significant step toward worldy^ide 
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nuclear holocaust." As this is written, there is talk of reconstitut- 
ing national Conscription, and the possibility oi World War III looms 
large. Inflation, unemployment, and astronomical food, medical, and 
gasoline and oil costs add^o the stressors taxing our adaptive capa- 
bilities. Now it is well known that one reaction to intolerable stress 
is variation of aggression: fighting, homicij^e, intra- and inter-class 
rivalry and bloodshecl. It is also well known that the vulnerable suf- 
fer the most. On the one hand, earful of being labeled "despairing,^' 
one worries over the possible di^^egard or devaluing of vulnerable - 
populations such as the aged and th^dyijw as competition for survival 
increases. On the other hand, is it pollyannish, even olympian, to 
hope that HPERD can serve botl^^ a means to' enhance individual well- 
being aiEid social integration and solidarity in the face of a host of 
debilitating stressors? Of course, another variation of the aggressive 
reaction is to determinatively fight to fashion a better world for old , 
and youn^, rich and poor alike* HPERD is seen as a means to this end. 

If Freud said that the child- is father to the man, then it may 
^Iso be said that the man always retains a bit of the child. For when 
the young and old play and learn together * they have mutual respect and 
affection. Let the lead^s of armies, corporations, nations, and re- 
ligions gather together in the arenas of playful dance, fun, leisure, 
and sport rather than boardrooms and war rooms and a belter society 
will evolve.* 

That the ultimate hope of this volume. 
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